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“Being  a doctor  has  allowed  me 
to  provide  the  best  for  my  family. 

DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CA] 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 


Her  gifts  to  her  patients  are  even 
greater.  Caring  for  Washington’s 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  grow  severe  when  patients 
lacked  a clean,  quiet  place  where 
they  could  heal.  Her  answer  was  to 
found  Christ  House,  a live-in  respite 
care  facility  for  the  homeless  — and 
home  to  her  family. 


Today,  this  center  is  part  of 
Washington’s  Health  Care  for  the 
Homeless  Project.  As  medical  direc- 
tor of  both,  Dr.  Goetcheus  is  serving 
in  an  even  greater  capacity,  reviving 
health  and  hope  in  those  she  serves. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Health  Care  for  the  Homeless,  in 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors  ’Association,  the  National  Association 
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of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure. 
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“I  have  a very  select  practice., 

DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVIC 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 
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Dr.  Williams  doesn’t  see  just  anyon> 

I 

Only  those  who  need  him  most. 

As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr.  Williams  overset 
a team  of  health  care  professionals 
that  managed  153,000  patient  visit: 
last  year. 

Dr.  Williams’  career  reflects  his  com 
mitment.  He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medico 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


to  . 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


We’re  part  of  the  cure. 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourselj 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina ’s  fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 

ik 

name  from  the  geographic  term  “hammock,”  , w 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  an'!|'” 
hardwood  vegetation.  Here,  gigantic  oaks  rise  i « 
proudly  above  these  magnifi-  p 
cent  homesites  and  tropical 
vegetation  enhances  the  spec 
tacular  views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


^yh^f-jarnniacks 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 
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President’s  Comments 


Richard  M.  Pearson,  MD 


Strong  as  Oaks 


Who  are  we?  In  modern  medical  practice,  this  is  increasingly  a pragmatic,  and  not  a 
philosophical,  question.  We  are  called  “providers,”  “caregivers,”  “gatekeepers,” 
“subspecialists ,”  “directors,”  and  “health  maintenance  personnel.”  We  are  referred  to  as 
“obstructionist,”  “status  quo,”  “shortsighted,”  “not  business-like,”  and  “reluctant.” 

Abraham  Lincoln  once  proposed  this  question:  If  you  call  a tail  a leg,  how  many  legs  does 
a dog  have?  The  answer,  according  to  Abe,  is  “four” — calling  a tail  a leg  does  not  make  it  a 
leg.  We,  my  colleagues,  are  what  we  are,  not  what  we  are  called. 

What  do  you  call  the  tree  that  grows  from  an  acorn?  “Great  oaks  from  tiny  acorns  grow.” 
The  acorn  first  roots  itself  in  the  soil  of  past  oak  leaves,  then  grows  to  great  heights.  The  oak 
tree  as  it  grows  must  continuously  strengthen  its  bonds  to  the  earth  in  order  to  survive  and 
progress.  Similarly  we  physicians  must  constantly  strengthen  that  which  holds  us  to  human- 
ity— our  ethical  bonds. 

As  physicians  we  live  in  two  spheres:  the  one  being  the  accumulated  wealth  of  medical 
knowledge,  tradition,  and  principle,  and  the  other  being  the  seeming  chaos  of  our  current 
professional  lives.  What  binds  the  two  together,  what  ties  the  present  to  the  past,  what  makes 
us  professionals  and  not  tradesmen,  are  our  medical  ethics. 

We  are  all  leaves  on  the  oak  of  medicine.  Our  professional  lives  vary  greatly  by  personal- 
ity, location,  specialty,  and  circumstance.  But  we  all  experience  sunlight,  and  rain,  and  wind. 
Through  it  all  we  must  cling  to  the  tree  by  professional  conduct,  nourish  its  roots,  strengthen 
its  fiber,  and  preserve  medicine  for  those  we  serve  and  for  those  who  follow  us.  Stephen 
Covey  reminds  us:  “Even  in  the  midst  of  people  or  circumstances  that  seem  to  ignore  the 
principles,  we  can  be  secure  in  the  knowledge  that  principles  are  bigger  than  people  or 
circumstances,  and  that  thousands  of  years  of  history  have  seen  them  triumph,  time  and  time 
again.” 

Our  pride  in  our  profession  must  be  born  and  nurtured  in  humility:  we  serve  the  sick,  not 
ourselves,  not  government,  not  business.  If  we  serve  well,  we  enjoy  the  infinite  rewards  of 
humble  service  to  others. 

Who  are  we?  My  answer  is  “We  are  physicians  in  the  great  tradition.  Our  predecessors 
and  mentors  were  physicians,  and  those  who  follow  us  must  be  physicians.  We  have  a sacred 
duty  to  preserve  a sacred  profession.  If  we  do  less,  we  are  nothing.  We  cannot  do  more.”0 
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A New  Look 


Tell  me  not,  in  mournful  numbers. 
Life  is  but  an  empty  dream! — 

For  the  soul  is  dead  that  slumbers, 
And  things  are  not  what  they  seem. 


John  B.  Thomison,  MD 


Henry  W.  Longfellow 
“A  Psalm  of  Life” 


II  you  are  in  a hurry  and  want  to  escape  some  of  my  deathless  prose  that  leads  up  to  the  I 
meat  ol  the  message,  you  can  skip  the  next  couple  of  paragraphs  and  go  to  a short  one  that 
summarizes  what  the  long  ones  say.  Of  course,  if  you  do  that  you’ll  never  know  the  reason  I 
for  the  above  quotation.  Then  again,  maybe  you  don’t  care.  So  be  my  guest  and  skip  away,  if  | 
you  wish.  It’s  your  loss.  But  maybe  you  can  stand  it. 

As  I have  been  telling  you  for  some  months  now,  things  at  TMA,  which  includes  the 
Journal,  are  a changin  . Or  at  least  so  it  would  seem.  1 mysell  am  not  certain  to  what  extent 
that  is  so,  and  that  also  includes  the  Journal.  It’s  not  that  I am  being  deliberately  kept  in  the 
dark,  since  I have  been  in  it  from  its  inception,  or  at  least  since  the  Board  got  the  notion  of 
trying  to  make  the  Association  more  responsive  to  the  needs  of  its  membership.  It’s  just  that 
despite  our  good  (we  hope)  intentions  there  are  forces  operating  beyond  the  powers  of  any  of 
us  to  control  or  to  predict.  As  with  most  things  these  days,  the  magic  word  is  m*o*n*e*y. 
Before  we  can  spend  it  we  have  to  have  it,  and  to  have  it,  we  have  somehow  to  get  it.  Getting 
it  depends  upon  the  interaction  of  two  separate  functions:  the  efficacy  of  the  getters  (us)  and 
the— I started  to  say  gullibility,  but  let’s  make  it  pliability,  instead— of  the  sources.  So  there 
won  t be  any  misunderstanding  as  to  definitions,  the  sources  I have  in  mind  here  are  advertis- 
ers and  not  our  members,  who  are  indeed  our  major  source  of  funds,  but  not  the  source  we 
are  attempting  to  massage — at  least  not  now.  If  this  sounds  brazen  and  mercenary,  it’s 
because  it  is,  and  that’s  the  way  it  is  because  that  is  unfortunately  the  way  the  world  turns 
these  days.  (If  you  think  “these”  days  are  different  in  that  respect  from  “those”  days,  I have 
news  for  you.  It’s  just  that  in  those  days  the  process  seems  to  have  been  more  refined,  though 
that  doesn’t  mean  necessarily  they  were.  Things  aren’t  always  what  they  seem.  And  anyway, 
a better  word  than  more  refined  might  be  “better  concealed.”) 

Which  brings  me  to  the  quotation  that  heads  this  piece.  First,  let  me  say  I’ve  never  been 
quite  able  to  catch  the  drift  of  that  quotation,  except  that  I do  know  what  the  last  line  means, 
and  that’s  why  I used  it.  I’m  sure  Mr.  Longfellow,  who  was  a great  poet  and  philosopher, 
must  have  had  something  definite  in  mind,  though  there  is  in  fact  another  possibility,  even 
though  it  takes  some  not  inconsiderable  temerity  to  mention  it.  The  other  possibility  is  that  he 
just  put  it  there  for  no  better  reason  than  that  it  sounded  good  to  him  for  openers.  That  is 
called  poetic  license.  Poets  can  get  away  with  it  where  nobody  else  can.  It  must  have  sounded 
good  to  my  distinguished  English  professor,  Dr.  Eddie  Mims,  too,  since  he  insisted  that  we 
learn  it,  though  not,  of  course,  just  that  stanza.  It  belongs  to,  and  in  fact  opens,  a fairly  long 
and  sometimes  windy  poem,  filled  with  glorious  exhortation.  Its  subtitle  is  “What  the  Heart 
of  the  Young  Man  Said  to  the  Psalmist.”  That  is  not  very  enlightening  to  me,  because  the 
psalmist  (actually,  psalmists,  and  Mr.  Longfellow  didn’t  tell  us  which  one)  said  a lot  of 
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things,  some  of  them  actually  not  too  far  removed  from  the  thesis  of  this  psalm  of  life.  In  any 
case,  that  last  line  simply  reinforces  my  contention  that  one  time  is  not  all  that  different  from 
another  except  on  the  surface.  The  Victorian  period  was  less  plainspoken  than  the  present  day, 
in  that,  for  instance,  scatology  in  mixed  company  was  considered  bad  form,  and  had  the  poten- 
tial of  precipitating  duels.  This  does  not  mean  necessarily  that  society  is,  as  has  been  sug- 
gested, more  honest  nowadays — only  more  open.  The  merits  of  that,  as  I’m  sure  you  must  be 
aware,  have  been  and  continue  to  be  subject  to  a running  and  occasionally  acrimonious  debate. 

In  case  you  heeded  my  opening  warning  and  just  tuned  in,  all  I have  really  said  so  far  is 
that  the  Journal  has,  as  any  fool  can  plainly  see  (to  quote  Li’l  Abner:  “Ah  kin  see  it!”)  a new 
look.  Whether  or  not  that  means  things  are  really  different  now  remains  to  be  seen,  because 
things  aren’t  always  what  they  seem.  That  may  merely  be  perception  and  not  reality.  Any 
change,  real  or  otherwise,  also  may  or  may  not  be  for  the  better.  That  also  remains  to  be  seen. 

I sincerely  hope  any  debate  about  that  will  not  turn  acrimonious,  and  if  it  does  won’t  involve 
me  more  than  tangentially. 

You  will  note  that  the  Journal  now  carries  some  non-medical  features.  This  is  at  the  behest 
of  our  membership,  which  is  after  all  what  keeps  us  afloat.  Russ  Miller,  who  staffs  communi- 
cations and  membership  for  our  Association,  has  taken  on  such  features  as  a project,  and  has 
worked  hard  at  procuring  suitable  copy.  If  you  approve  his  efforts,  by  all  means  let  us  know. 

If  you  think  this  not  a proper  function  of  the  Journal,  let  us  know  that  too.  If  you  take  that 
position,  though,  please  be  advised  of  two  things:  First,  in  a sense  I am  on  your  side,  since 
one  could  say  that  by  publishing  such  material,  we  have  become  neither  fish  nor  fowl,  and  I 
find  such  an  anomalous  position  disquieting.  Secondly,  though,  better  a live  anomalous 
bastard  than  a dead  purist— I think.  And  so  we  have  taken  the  pragmatic  approach  to  what  we 
hope  will  enhance  our  chances  of  survival. 

I anticipate  survival  of  us  both  (the  Journal  and  me,  that  is),  and  that  I shall  learn  to  like  its 
new  format.  It’s  like  getting  old.  It  may  not  be  all  that  Robert  Browning  predicted  from  his 
wisdom  of  26  years,  but  it  sure  beats  the  alternative.  I do,  in  fact,  expect  the  survival  of 
Tennessee  Medicine,  which  in  case  you  haven’t  noticed,  is  the  Journal’s  new  handle.  I give  its 
survival  an  edge  over  that  of  Tennessee  medicine  as  we  have  known  it,  and  only  hope  for  the 
sake  of  us  all  that  doesn’t  turn  out  to  be  damning  it  with  faint  praise. 

Talk  to  us!  In  the  end,  we  depend  on  you,  since,  to  borrow  a motto  from  WDCN, 
Nashville’s  PBS  channel,  You  Make  It  Happen! 


Foxy  in  the  1 Tenhonse 

Sent  by  his  mama  to  scrounge  supper,  a young  scrounger  in  the  chicken  house  managed  to 
initiate  a commotion  among  the  scroungees,  causing  lights  to  flash  on  and  the  farmer  to 
appear  brandishing  a shotgun.  “Who’s  there?”  he  shouted.  Teeth  chattering,  and  at  his  wits’ 
end,  the  boy  whimpered,  “Ain’  nobody  here  but  jes  us  chickens!”  Likely  more  generic  than 
apocryphal,  the  story  with  minor  variations  has  been  reenacted  in  myriads  of  venues  the 
world,  maybe  even  the  universe,  over  since  time  immemorial.  Ever  so  slightly  rephrased,  it  is 
even  not  unlikely  to  have  been  the  snake’s  response  to  God  in  the  garden. 

Two  articles  published  elsewhere  in  this  issue  of  the  Journal  speak  clearly  to  the  dilemma 
facing  doctors  who  are  being  put,  or  worse,  putting  themselves,  in  the  position  of  foxes  in 
charge  of  the  henhouse.  One  of  the  papers,  entitled  “It’s  Time  To  Take  Off  the  Gag,  has  to  do 
with  regulatory  and  legislative  efforts  afoot  to  prohibit  the  inclusion  of  “gag  rules  in 
contracts  of  doctors  with  HMOs  and  MCOs,  rules  that  would  prevent  doctors  discussing  with 
their  patients  alternatives  available  elsewhere,  or  the  presence  of  arrangements  between  the 
doctors  and  the  organizations  that  would  prove  deleterious  to  their  patients  welfare.  The 
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other  article  has  to  do  with  health  care  delivery  systems  now  in  place  between  Memphis 
doctors  and  the  hospitals  in  which  they  practice,  and  which  are  developing  elsewhere  in  the 
state.  That  the  title  is  "Building  for  the  Future:  Memphis  Integrated  Delivery  Systems  Provid 
a Glimpse  of  the  Future  for  Tennessee  Doctors”  correctly  implies  that  such  systems  are  more 
than  a trend.  Like  kudzu,  they  are  engulfing  everything  in  their  path. 

In  the  best  of  all  possible  worlds,  these  integrated  delivery  systems  (IDS)  would  be  an 
ideal  practice  situation.  They  would  ensure  high-quality  cost-effective  medical  care,  assum- 
ing that  the  two  terms  are  not  mutually  exclusive,  which  in  a sense  they  must  be  in  that  cost 
effectiveness  implies  that  there  are  procedures  or  items  that,  even  though  they  might  be  life- 
saving, are  simply  too  expensive  in  a given  situation.  In  short,  medical  care  must  be  rationed. 
Implicit  in  the  arrangement  is  that  the  treatment  of  choice  must  be  the  doctor’s  decision,  and 
that  if  his  pattern  of  care  becomes  too  expensive,  he  will  be  removed  from  the  system.  In 
short,  care  must  be  of  high  quality,  else  his  pattern  of  less  than  high  quality  care  terminates 
him,  but  not  of  too  high  quality,  else  it  is  his  economics  that  do  him  in. 

Quoting  Dr.  Ron  Lawson,  vice-president  of  Medical  Affairs  for  Methodist  Hospitals  of 
Memphis,  "The  systems  will  be  cost-driven  in  the  foreseeable  future,  so  doctors  who  can’t 
practice  cost-efiicient  medicine  will  be  the  ones  to  suffer.  It  comes  back  to  efficiency  of 
practice.  It  comes  down  to  what  we  measure — cost,  and  later  quality,  of  care.”  (Emphasis 
mine.) ’Nuff  said! 

In  the  IDS,  the  doctor  accepts  with  the  hospital  a share  in  the  financial  risk  of  caring  for 
patients.  In  accepting  that  share  of  the  risk,  the  doctor  becomes  a fox  in  charge  of  the 
henhouse.  From  that  point  on,  there  is  a conflict  of  interest  that  cannot  be  escaped  or  denied, 
and  the  patient  will  have  lost  the  last  vestige  of  an  unbiased  advocate.  Never  think  that  you 
and  the  hospital  are  equal  partners.  Hospitals  are  simply  places  where  care  is  rendered.  The 
hospital  is  not  responsible  for  the  patient’s  care.  You  are,  Doctor— morally,  ethically,  and 

legally.  All  the  words  in  the  world  to  the  contrary  are  not  going  to  change  that ever.  That 

puts  the  hospital  squarely  and  permanently  on  top. 

This  change  in  status  is  not  being  lost  on  the  public,  and  unless  we  are  very  careful  to  play 
our  cards  right,  Ralph  Naders  are  going  to  spring  up  from  under  every  rock  to  take  our  place 
as  patient  advocates.  Then  they,  and  not  we,  will  be  calling  the  shots.  They  will  be  doing  it 
through  the  courts,  and  the  lawyers  will  be  crying  all  the  way  to  the  bank. 

I am  far  from  certain  that  once  we  have  dealt  ourselves  that  hand,  it  will  be  possible  to 
play  it  right.  Then,  as  Caesar  said  when  he  crossed  the  Rubicon,  “Alea  iacta  est!” 

So  roll  'em.  But  beware  that  precipice  down  the  pike. 


Impairment  Ratings 

In  March  we  carried  a paper  by  Drs.  Gaw  and  Emerson,  with  accompanying  editorial 
comment,  that  emphasized  the  importance  of  accuracy  and  consistency  in  rating  impair- 
ment, and  the  necessity  for  using  the  AMA  Guides  to  the  Evaluation  of  Permanent  Impair- 
ment as  a tool  (J  Term  Med  Assoc  89:77-78,  94,  March  1996). 

The  paper  prompted  a letter  from  one  of  our  members,  James  B.  Talmage,  MD,  who 
reminds  us  that  there  is  an  organization,  the  American  Academy  of  Disability  Evaluating 
Physicians,  of  which  he  is  a Fellow,  that  teaches  doctors  how  to  do  proper  evaluations.  He 
goes  on  to  say  that  in  May  the  Academy  is  offering  a workshop  on  the  basics  of  disability 
evaluation.  For  particulars,  I refer  you  to  Dr.  Talmage’s  letter  to  the  editor,  which  appears 
in  that  section.  I encourage  those  of  you  who  are  doing  evaluations  and  who  might  be  unsure 
of  the  details  you  need  to  be  giving  attention  to  in  making  those  evaluations  to  take  advantage 
of  this  opportunity.  It  is  your  duty  to  your  patients,  to  your  colleagues,  and  to  yourself.^ 
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It’s  Time  To  Take  Off  the  Gag 

TMA  Takes  Progressive  Action  To 
Head  Off  Managed  Care  Gag  Rules 


Betsy  Kauffman  Humphrey 


It’s  a rule  the  general  pub- 
lic knows  little  about  and  one 
that  most  doctors  dread:  be- 
ing told  by  an  insurance  com- 
pany or  managed  health  care 
organization  (MCO)  that  a 
treatment  is  too  expensive,  too 
experimental  or  simply  not 
covered  by  their  plan,  so  the 
doctor  is  contractually  forbid- 
den to  tell  the  patient  about  it. 

It’s  happened  in  other  states,  and  some  physicians  have 
found  themselves  caught  in  a nightmare  that  boils  down,  quite 
simply,  to  making  a living  or  doing  their  duty  to  patients, 
often  violating  a contractual  clause  that  can  lead  to  horren- 
dous legal  debts. 

Some  health  care  plans  even  offer  physicians  financial 
incentives  for  limiting  their  care. 

They’re  called  gag  rules  or  gag  clauses  and  under  a state 
regulation  proposed  by  the  Tennessee  Medical  Association, 
including  such  a clause  in  a contract  between  an  insurance 
company  and  a physician  in  Tennessee  would  be  considered 
practicing  medicine  without  a license. 

While  no  health  care  provider  in  the  state  has  written  such 
a rule  into  its  contracts,  the  TMA  wants  to  ensure  they  don’t 
by  making  it  illegal  and  unethical  for  insurance  companies 
and  MCOs  to  attempt  to — or  for  physicians  to  agree  to. 

In  February,  the  TMA  submitted  to  the  Tennessee  Board 
of  Medical  Examiners  a regulation  prohibiting  such  gag  rules 
in  physician  contracts  with  third-party  payers.  If  adopted, 
the  regulation  would  make  Tennessee  the  third  state — fol- 
lowing Massachusetts  and  New  Jersey — to  make  such  clauses 
illegal. 

Jerry  Kosten,  Tennessee  Medical  Board  spokesman,  said 
the  Board  “is  in  favor”  of  the  regulation  but  has  some  con- 


Ms.  Humphrey  is  a writer  for  Time  Magazine  and  Reuters  News 
Service ; and  formerly  a Knoxville  News  Sentinel  reporter. 


cerns  about  the  language 
used  by  the  TMA.  The  Board 
referred  the  proposal  to  their 
attorney,  who  is  “tinkering” 
with  the  regulation’s  wording 
to  put  it  in  the  proper  form  and 
was  expected  to  have  a re- 
vised version  for  the  Board  to 
consider  at  its  March  meeting. 

While  the  Board  generally 
doesn’t  have  jurisdiction  over 
insurance  companies,  it  does  have  authority  over  Tennessee- 
licensed  physicians.  Making  such  clauses  illegal  for  physi- 
cians to  agree  to  would  head  off  any  insurance  companies’ 
plans  to  require  them. 

Ron  Harr,  vice-president  of  communications  for  Blue 
Cross/Blue  Shield  of  Tennessee,  the  state’s  largest  health  care 
insurer,  said  the  company  has  reviewed  the  proposed  regula- 
tion and  decided  not  to  take  a position  on  it. 

“We  don’t  have  any  gag  clauses  in  our  contracts  and  we 
don’t  intend  to  have  any  in  the  future,  so  this  really  doesn’t 
affect  us,”  Harr  said.  “On  the  other  hand,  we  don’t  believe  a 
lot  of  these  things  need  to  be  legislated  or  regulated.” 

If  the  Board  adopts  the  regulation,  it  will  be  either  as  an 
emergency  rule,  which  would  be  passed  on  for  State  Attor- 
ney General  Charles  Burson’s  approval,  or  as  a standard  regu- 
lation that  would  require  a public  comment  period  before  it 
takes  effect,  said  Kosten. 

Further,  a bill  in  the  state  legislature  sponsored  by  Sen. 
Douglas  Henry  (D-Nashville)  and  Rep.  Roy  Herron  (D-Dres- 
den)  would  require  managed  care  companies  to  notify  their 
policyholders  of  any  restrictions  limiting  medical  personnel 
from  informing  them  of  alternative  medical  care  options. 

Henry  said  he  also  supports  TMA’s  proposed  regulation. 
“If  a doctor  is  treating  you,  you’re  his  patient  and  it’s  up  to 
him  to  tell  you  all  he  can  about  your  treatment  options,  even 
if  they’re  not  covered  by  your  insurance  plan,”  he  said.  “If 
the  TMA  can  protect  people  by  regulation,  that’s  great.” 


“If  a doctor  is  treating  you,  you  ’re  his 
patient  and  it’s  up  to  him  to  tell  you  all 
he  can  about  your  treatment  options, 
even  if  they’re  not  covered  by  your 
insurance  plan.’’ 

—Sen.  Douglas  Henry  (D-Nashville) 
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“This  is  the  one  thing  that  was  uppermost  in  physicians’ 
minds  last  year  when  we  were  wrestling  with  the  corporate 
practice  of  medicine,”  said  Dr.  Charles  White,  chairman  of 
the  TMA  Legislative  Committee  and  past  president  of  TMA. 
“It’s  trying  to  head  off  the  notion  of  medical  care  being  dis- 
tributed by  a bureaucracy.” 

The  regulation.  White  said,  helps  fill  in  the  gaps  left  last 
year  when  the  state  General 
Assembly  adopted  a bill  do- 
ing away  with  regulations 
preventing  companies,  such 
as  hospitals,  from  practicing 
medicine.  While  the  bill  in- 
cluded “strict  guidelines”  to 
protect  patients,  the  TMA- 
proposed  regulation  would 
“strengthen  them  further,” 

White  said,  and  make  sure 
“physicians  would  not  be 
hampered  by  those  who  have 
a vested  interest  in  the  lowest  bottom  dollar  they  can  get.” 

While  it  isn’t  intended  to  stop  insurance  companies  re- 
viewing treatments  recommended  by  physicians,  the  proposed 
regulation  would: 

• Forbid  physicians  from  following  any  prohibitions  on 
limiting  advice  to  patients,  including  treatments  offered  by 
competing  health  care  plans; 

• Make  it  the  illegal  practice  of  medicine — and  unethi- 
cal— for  any  insurer  or  third-party  payer  to  limit  a physician’s 
full  disclosure  of  treatment  options  to  patients,  or  stymie  the 
options  he  or  she  discloses  to  a patient; 

• Make  sure  the  “nonprofessional,  nonmedical  judgment” 


of  insurance  companies  and  third-party  payers  doesn’t  die-  ( 
tate  to  or  get  in  the  way  of  the  advice  physicians  should  prop-  ( 
erly  give  so  that  patients  can  reach  an  informed  decision. 

If  it’s  adopted,  any  physician  who  violates  the  rule  could 
have  his  medical  license  revoked  or  suspended. 

One  of  the  primary  reasons  for  proposing  the  regulation 
as  an  emergency  rule  is  to  head  off  health  care  providers  es-  | 

tablishing  gag  clauses  as  a | 
trend  in  Tennessee.  If  that 
happens,  physicians  might 
feel  they  have  no  choice  but 
to  accept  such  restrictions. 
And,  White  warned,  there  are 
those  physicians  who  sign  J 
contracts  “without  reading 
the  fine  print,”  or  who  are 
caught  in  a contract  drafted 
between  the  insurer  and  their 
employer. 

“The  idea  is  to  strike 
quickly  before  the  gag  rules  appear  and  hurt  patient  care,”  i 
said  Dr.  Robert  E.  Bowers,  TMA  president.  “It  is  imperative 
that  the  state’s  physicians  move  to  protect  patients  from  the  i 
same  types  of  potential  abuses  arising  from  managed  care  i 
plans  in  other  markets.” 

Calling  gag  rules  an  interference  with  the  doctor-patient 
relationship,  the  American  Medical  Association  in  January 
publicly  called  on  managed  care  plans  to  cancel  such  clauses 
in  their  contracts  with  physicians. 

“If  the  public  understands  this  issue,  they’ll  understand 
that  physicians  are  looking  out  for  their  best  interests,” 
White  said.G 


TMA  wants  to  discourage  the  use  of 
‘gag  rules  ’ in  Tennessee  by  making  it 
illegal  or  unethical  for  insurance 
companies  or  MCOs  and  physicians  to 
sign  contracts  that  contain  such  clauses. 
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Building  for  the  Future 

Memphis  Integrated  Delivery  Systems 
Provide  a Glimpse  of  the  Future  for 
Tennessee  Doctors 


Tim  Sewell 


As  the  relationships  be- 
tween physicians  and  hospi- 
tals continue  to  change  in  re- 
sponse to  the  demands  of 
managed  care,  physicians 
across  Tennessee  and  the  na- 
tion can  expect  to  face  some 
major  decisions  in  the  years 
ahead. 

In  Memphis,  some  physi- 
cians already  are  being  called 
upon  to  make  those  decisions 
as  the  city’s  two  largest  health 
care  providers — Baptist  Me- 
morial Health  Care  System 
and  Methodist  Health  Sys- 
tems— continue  to  move 
ahead  in  the  development  of  their  very  different  forms  of 
integrated  delivery  systems. 

“I  believe  that  in  the  near  future,  physicians  will  for  the 
first  time  be  forced  to  choose  between  systems,”  says  Dr. 
Greg  Jenkins,  a Memphis  physician  who  served  as  interim 
board  chairman  of  the  Baptist  & Physicians  Integrated  De- 
livery System  (IDS). 

“You’ll  see  less  of  what  we  call  splitting,  physicians  serv- 
ing on  the  staffs  and  [preferred  provider  organizations]  of 
two  hospitals.  Instead,  I think  you’ll  see  more  system  loy- 
alty, especially  among  the  specialists.  They’ll  have  to  choose 
which  team  they’re  going  to  be  on.” 

Nearly  two  years  in  the  making,  the  Baptist  & Physicians 
IDS  is  a comprehensive  effort  to  coordinate  health  care  de- 
livery among  Baptist-affiliated  physicians  and  the  various 
components  that  make  up  the  Baptist  system.  The  final  com- 


Mr.  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


ponent  of  the  IDS  fell  into  place 
on  Jan.  31  with  the  close  of  the 
initial  physician  enrollment  pe- 
riod. The  initial  enrollment  period 
opened  in  early  December  1995 
when  Baptist  officials  mailed  out 
invitations  to  approximately 
1,000  area  physicians.  By  the 
close  of  the  workday  on  Jan.  31, 
879  physicians  had  applied  to 
participate  in  the  IDS.  Of  those, 
695  asked  to  become  sharehold- 
ers in  the  system,  which  means 
that  they  would  share  in  the  fi- 
nancial risks  as  well  as  the  gov- 
erning duties  of  the  organization. 
The  other  1 84  physicians  applied 
for  provider  status  in  the  IDS,  which  means  that  they  would 
have  access  to  Baptist  patients,  but  they  would  not  be  re- 
quired to  take  a financial  risk  and  they  would  not  play  a part 
in  governing  the  organization. 

“The  IDS  gives  physicians  the  opportunity  to  be  more  in- 
volved in  the  decisions  about  how  care  is  delivered,”  Jenkins 
says.  “Right  now,  we’re  very  involved  with  the  other  insur- 
ance companies.  We  have  to  deal  with  their  referral  proto- 
cols and  the  way  they  perceive  that  we  ought  to  manage  care. 
By  being  involved  in  the  IDS,  we  will  have  input  into  those 
things.  We  have  a part  in  developing  the  protocols  and  the 
referral  network.” 

Formally  created  in  the  fall,  the  Baptist  & Physicians  IDS 
is  structured  as  an  equity-based  corporation.  As  such,  the 
organization  is  owned  jointly  by  Baptist  Hospital  and  the 
physicians  who  buy  shares  in  the  corporation.  Physician  share- 
holders paid  $500  per  share  to  invest  in  the  IDS. 

The  unique  structure  of  the  Baptist  & Physicians  IDS  re- 
quired the  approval  of  the  Tennessee  Department  of  Com- 


“I  believe  that  in  the  near  future, 
physicians  will  for  the  first  time  be 
forced  to  choose  between  systems.” 

— Dr.  Greg  Jenkins,  Interim  Board  Chair 
Baptist  & Physicians  IDS 

“You  have  more  integration  with 
physician  groups  than  with 
physicians  and  hospitals.” 

— Dr.  Gregory  A.  Culley,  Vice-President 
Boston-based  Healthcare  Connection 
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merce.  State  officials  even  set  a goal  for  the  number  of  phy- 
sicians to  be  involved  in  the  organization.  Under  that  state- 
mandated  goal.  Baptist  Hospital  was  required  to  sign  up  at 
least  450  physician  shareholders,  of  which  at  least  100  had 
to  be  primary  care  physicians.  Of  the  695  physicians  who 
did  apply  to  become  shareholders,  1 86  are  primary  care  phy- 
sicians and  509  are  specialists.  Of  the  184  physicians  who 
sought  provider  status,  19  are  primary  care  physicians  and 
165  are  specialists. 

Integrated  delivery  sys- 
tems, designed  to  help  con- 
tain health  care  costs,  main- 
tain quality  of  care,  and 
improve  patient  access  and 
convenience,  are  being  estab- 
lished at  hospitals  across  the 
nation.  The  organizations  all 
have  similar  goals,  but  they 
may  take  very  different 
forms.  While  Baptist  Hospi- 
tal, for  instance,  sets  up  a for- 
malized in-house  structure, 

Methodist  Hospital  is  developing  its  own  form  of  IDS  by 
working  with  payers  outside  the  system,  according  to  Dr.  Ron 
Lawson,  vice-president  of  medical  affairs  for  Methodist  Hos- 
pitals of  Memphis. 

“At  Methodist,  we’ve  chosen  to  link  with  payers  such  as 
Cigna  and  work  within  their  infrastructures  with  regard  to 
physician  profiling  and  credentialing,”  Lawson  says.  “We 
really  have  integrated  systems  with  our  partners  more  than 
we  do  with  ourselves.” 

“Baptist  has  chosen  the  other  tactic.  My  guess  is  that  we’ll 
get  to  that  point  eventually,”  Lawson  adds.  “As  the  market- 
place evolves,  Methodist  will  become  less  oriented  toward 
partners  and  more  toward  themselves.  We’ll  have  more  in- 
house  relationships.” 

Right  now,  Methodist  Hospital  has  a functioning  physi- 
cian-hospital organization,  or  PHO.  The  physician  arm  of 
that  organization  is  Metro  Care  Physicians.  The  integrated 
delivery  arm  is  known  as  Health  Choice  Managed  Care  Plan. 

“It  comes  down  to  how  you  define  integrated  delivery  sys- 
tem. At  this  point,  we  have  a functioning,  integrated  PHO,” 
Lawson  says.  “We  have  many  aspects  of  that  system  already 
functioning.  But  we  have  very  little  physician  financial  risk 
at  this  point.  Most  of  our  methodologies  are  straight-out  caps 
or  a fee-for-service  environment.” 

Dr.  Gregory  A.  Culley,  vice-president  of  the  Boston-based 
consulting  group  Healthcare  Connection,  has  worked  with 
Methodist  Hospital  officials  since  1991  to  help  the  system 
develop  its  own  brand  of  IDS.  He  says  that  the  varying  mod- 
els of  IDS  being  developed  by  Baptist  and  Methodist  Hospi- 
tals represent  the  range  of  delivery  system  options  being  de- 


veloped in  cities  around  the  country. 

“There  is  no  one  model  out  there.  There  is  a very  wide 
range  of  integrated  delivery  systems,”  Culley  says.  “At  one 
extreme,  you  have  the  fully  integrated  delivery  systems,  and 
at  the  other  end  of  the  spectrum  you  have  the  loosely  knit  PHO.” 

In  a fully  integrated  system,  all  physicians  work  for  the 
health  care  system  through  their  own  health  maintenance 
organization  (HMO).  In  a loosely  knit  PHO,  all  physicians 

are  involved  through  a loose  1 
association  with  the  hospital. 
The  PHO  then  enters  into 
contracts  with  managed  care 
organizations. 

“The  PHO  is  the  most  I 
common  type  of  IDS  right 
now,”  Culley  says.  “There  is 
a tremendous  amount  of  I 
movement  in  this  direction.  ! 
When  you  look  at  all  the 
managed  care  contracts  that  1 
are  out  there,  the  vast  major- 
ity of  those,  well  over  50%, 
are  with  individual  physicians  and  individual  hospitals — not 
with  groups.  I would  say  that  for  the  most  part  complete 
integration  of  independent  physicians  with  hospitals  is  some- 
thing that  has  not  yet  reached  what  a lot  of  people  said  it 
would.” 

As  the  physician  leaders  of  the  efforts  to  create  integrated 
delivery  systems  at  their  respective  health  care  systems,  both 
Jenkins  and  Lawson  say  they  have  had  to  respond  to  a num- 
ber of  physician  concerns.  While  physicians,  for  instance, 
generally  agree  on  the  financial  advantages  of  an  IDS,  they 
worry  about  a loss  of  freedom  and  autonomy. 

“Physicians  as  a group  are  opposed  to  people  telling  us 
what  we  ought  to  do,”  Jenkins  says.  “Take  protocols,  for  in- 
stance. I see  protocols  as  a good  thing,  but  many  physicians 
see  them  as  a negative  thing.  I see  them  simply  as  useful 
guidelines  that  we’ll  be  expected  to  consider  when  making 
decisions.  Others  don’t  see  it  that  way. 

“We’re  all  opposed  to  what  we  call  ‘cookbook  medicine,’ 
and  some  physicians  are  concerned  that  these  protocols  may 
lead  to  that,”  Jenkins  adds.  “I  think  we’ll  have  more  stan- 
dardization of  care.  But  1 believe  that  we’ll  always  have  to 
make  room  for  differences  of  opinion  on  how  conditions 
should  be  treated  and  we’ll  still  have  to  individualize  care. 
But  the  guidelines  should  be  helpful  for  us  to  see  how  other 
doctors  are  doing  it.  I also  think  the  doctors  will  be  more 
apt  to  go  by  the  guidelines  if  we  have  some  input  in  their 
development.” 

According  to  Jenkins  and  Lawson,  there  also  are  concerns 
that  some  physicians  might  be  “left  out  in  the  cold”  in  the 
new  IDS  environment. 


“We  don ’t  want  to  see  managed  care 
create  chaos  in  this  community  and  we 
don ’t  want  to  create  an  environment  where 
some  physicians  have  to  leave 
this  community” 

— James  Gibb  Johnson,  MD,  President 

Memphis  & Shelby  County  Medical  Society 
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“I  believe  that  physicians  who  truly  are  efiicient  provid- 
es of  care  and  who  practice  high-quality  medicine  with  true 
quality  measures  will  be  iinancially  rewarded  tor  that.  They 
will  do  better  in  the  new  environment,”  Lawson  says.  “The 
primary  disadvantage  is  for  those  who  can’t  meet  those  stan- 
dards. As  time  goes  on,  those  physicians  will  be  left  out  more 
and  more.” 

“I  don’t  think  that  will  happen  overnight,  but  physicians 
need  to  prepare  for  that  eventuality,”  Lawson  adds.  “The  sys- 
tems will  be  cost-driven  in  the  foreseeable  future,  so  doctors 
who  can’t  practice  cost-efficient  medicine  will  be  the  ones 
to  suffer.  It  comes  back  to  efficiency  of  practice.  It  comes 
down  to  what  we  measure — cost  and  later  quality  of  care. 

Lawson  says  he  believes  that  in  the  future  physicians  will 
be  divided  into  three  groups.  The  first  group  will  include  those 
physicians  who  are  left  out  in  the  cold. 

“When  you’re  reimbursed  for  a given  population  ol  pa- 
tients with  a primary  gatekeeper  methodology,  you  need  only 
a certain  number  of  physicians,”  Lawson  says.  “Regardless 
of  how  they’re  selected,  only  a certain  number  of  physicians 
will  be  able  to  care  for  that  select  group  of  patients.  Baptist  is 
further  along  in  that  methodology.  That  relates  to  their  more 
structured  relationships  with  their  doctors.” 

The  second  group,  according  to  Lawson,  will  include  an 
intermediate  level  somewhere  between  the  capitation  and  the 
full  fee-for-service.  Lawson  says  this  group  will  include  those 
physicians  who  are  in  a point-of-service  health  maintenance 
organization  (HMO)  or  preferred  provider  organization  (PPO) 
plans  that  are  somewhat  restricted. 

“I  think  that  will  be  the  largest  group  in  our  community  in 
the  foreseeable  future,”  Lawson  says.  “You'll  see  physicians 
come  and  go  in  that  group.’ 

The  third  group  will  include  the  full  fee-for-service  phy- 
sicians. Lawson  says  that,  as  Medicare  evolves  into  an  HMO 
setting,  that  group  will  flow  into  the  first  group.  That  group 
will  include  Medicare  and  some  of  the  commercial  carriers 
that  aren’t  aligned  with  either  Baptist  or  Methodist,  he  says. 

Both  Lawson  and  Jenkins  believe  that  as  the  integrated 
delivery  systems  develop,  most  Memphis-area  physicians  will 
have  to  become  aligned  with  either  Baptist  or  Methodist 
Hospitals. 

“A  lot  of  physicians  aren’t  comfortable  with  that.  I’ll  ad- 
mit that  I’m  not  convinced  that  choosing  systems  is  neces- 
sarily a good  thing,”  Jenkins  says.  “Some  physicians  want  to 
continue  working  in  two  or  more  systems.  They  re  skeptical 
about  being  loyal  to  one  particular  system.  That  s something 
we’ll  have  to  deal  with  in  the  future.” 

Dr.  James  Gibb  Johnson,  executive  associate  dean  in  the 
College  of  Medicine  at  the  University  of  Tennessee,  Memphis, 
is  the  current  president  of  the  Memphis  & Shelby  County  Medi- 
cal Society,  an  organization  that  represents  approximately 
1,400  Shelby  County  physicians.  Johnson  says  he  disagrees 


with  the  prediction  that  all  Shelby  County  physicians  will  be 
divided  into  two  opposing  camps  in  the  near  luture. 

“I  think  that’s  a pessimistic  view,”  Johnson  says.  “In  the 
first  place,  I wouldn’t  count  out  the  St.  Francis  Hospital  sys- 
tem. In  addition,  the  university’s  medical  group  spans  a num- 
ber of  hospitals  and  has  relationships  with  Baptist,  Method- 
ist, St.  Francis,  St.  Jude  [Children’s  Research  Hospital],  UT 
Bowld  [Hospital],  St.  Joseph  [Hospital],  and  the  [Veterans 
Affairs  Medical  Center]. 

“We  actually  have  a number  of  systems  with  many  differ- 
ent areas  of  quality,”  Johnson  adds.  Over  the  next  tew  years, 
each  system  will  have  to  do  things  to  become  more  efficient 
and  control  its  cost.  We  expect  that  to  happen.  But  we  don’t 
want  to  see  managed  care  create  chaos  in  this  community 
and  we  don’t  want  to  create  an  environment  where  some  phy- 
sicians have  to  leave  this  community.” 

According  to  Johnson,  the  local  medical  society  is  taking 
steps  to  ensure  that  all  area  physicians  are  equipped  to  handle 
the  development  of  the  integrated  delivery  systems  and  the 
other  changes  occurring  in  response  to  managed  care. 

“Helping  our  members  adapt  to  managed  care  while  still 
maintaining  high  quality  care  is  one  of  our  primary  goals  for 
the  coming  year,”  Johnson  says.  “Now,  we’re  beefing  up  our 
information  to  the  membership  about  potential  pitfalls  with 
various  managed  care  contracts.  We  especially  want  to  make 
sure  that  they  understand  the  long-term  effects  of  such  things 
as  non-compete  clauses  in  some  contracts.  We’re  also  con- 
sidering the  development  of  a report  card  process  to  help  our 
members  make  well-informed  decisions. 

According  to  Culley,  there  actually  has  been  more  inte- 
gration among  medical  practices  within  the  past  few  years 
than  between  physicians  and  hospitals. 

“You  have  more  integration  with  physician  groups  than 
with  the  physicians  and  hospitals,’  Culley  says.  We  are  see- 
ing more  and  more  physician  integration  where  primary  care 
physicians  are  pulling  together  in  virtual  groups  or  putting 
themselves  into  real  groups.  We  also  have  networks  of  pri- 
mary care  physicians  and  specialists  who  are  pulling  together 
in  order  to  take  managed  care  risks.  Some  associate  with 
hospitals  and  some  do  not.” 

Culley  says  he  believes  that  in  the  near  future  more  physi- 
cian networks  will  be  created  along  with  more  integrated 
delivery  systems  in  all  their  many  forms. 

“I  certainly  see  more  PHOs  being  formed,  and  I think  there 
will  be  true  integrated  delivery  systems.  But  I think  it  will 
still  be  a mixed  bag,”  Culley  says. 

“Those  integrated  delivery  systems  that  develop  true  part- 
nerships with  physicians  and  those  hospitals  that  really  al- 
low physicians  to  have  a say  in  the  governance  and  in  the 
management  of  the  risk  and  those  that  allow  physicians  to 
have  an  equitable  share  of  any  profits  oft  managed  care  con- 
tracts will  be  the  ones  to  survive/’Q 
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Two  years  ago,  Tennessee 
replaced  its  Medicaid  pro- 
gram with  a $3-billion  ex- 
periment named  TennCare. 
The  new  program  was  de- 
signed to  control  the  unman- 
ageable growth  in  Medicaid 
spending,  expand  access  to 
health  care  for  the  otherwise 
uninsured  and  uninsurables, 
and  improve  both  the  quality 


TennCare  has  succeeded  in  its  first  two 
years  in  broadening  insurance  cover- 
age and  in  slowing  the  growth  of  the 
Medicaid  budget.  But  serious  questions 
are  clouding  the  program’s  future. 


year.2  With  TennCare,  the 


of  and  access  to  health  care  for  those  without  other  forms  of 
health  insurance.  Has  TennCare  accomplished  its  objectives? 
How  well  is  it  working?  What  grade  should  it  get?  It  is  these 
questions  that  we  shall  address  in  this  report. 

TennCare’s  first  year  was  chaotic.1-2  Most  of  the  start-up 
problems  initially  encountered  by  enrollees  and  providers 
were  the  result  of  a lack  of  experience  by  both  the  state  and 
managed  care  organizations  (MCOs)  and  the  tight  implemen- 
tation schedule  that  did  not  allow  enough  time  to  prepare  for 
a smooth  transition  from  Medicaid  to  TennCare.  In  the  sec- 
ond year,  fundamental  problems  persisted  and  new  problems 
emerged,  even  though  most  start-up  glitches  had  subsided. 


Grading  TennCare 

TennCare,  according  to  its  original  design,  had  three  ma- 
jor goals.  Let  us  see  how  well  these  goals  have  been  accom- 
plished in  the  first  two  years. 


Goal  1:  Increase  access  to  health  care  within  the  context  of 
overall  market-based  budgetary  limits.  This  goal  must  be 
given  two  separate  grades — one  for  cost  control  and  one  for 
access  expansion.  Cost  control  gets  a grade  of  A.  The  impe- 
tus for  TennCare  was  a budgetary  crisis,  not  a health  crisis, 
according  to  most  observers  of  this  ambitious  reform  pro- 


From  the  Department  of  Economics,  Fogelman  College  of 
Business  and  Economics  (Dr.  Chang),  and  the  Department  of 
Preventive  Medicine  (Dr.  Mirvis),  University  of  Tennessee, 
Memphis. 


state  has  averted  a pending 
financial  disaster.  During  state  fiscal  year  1994,  TennCare 
expenditures  were  less  than  1 % over  the  prior  year’s  Medicaid 
expenditures,  a growth  rate  much  lower  than  in  prior  years  and 
than  the  10%  increase  in  Medicaid  rates  reported  nationally.3 

While  limiting  costs,  TennCare  miraculously  expanded 
insurance  coverage  to  more  than  400,000  previously  unin- 
sured Tennesseans.  Enrollment  in  TennCare,  as  of  October 
13,  1995,  was  1,186,244  citizens,  including  825,042  Medic- 
aid eligibles  and  36 1 ,20 1 formerly  uninsured  or  uninsurables 
(Tennessee  Health  Law  Update,  November,  1995).  Today, 
almost  95%  of  the  state’s  population  have  insurance  cover- 
age (based  upon  an  August  1994  survey  conducted  by  Uni- 
versity of  Tennessee,  Knoxville).  Few  states,  if  any,  can  match 
Tennessee’s  progress  in  broadening  health  insurance  cover- 
age in  such  a short  period  of  time. 

However,  insurance  coverage  is  not  the  same  as  access  to 
health  care.  Several  studies,  including  one  in  Tennessee,4  have 
demonstrated  that  access  to  care  may  remain  limited  despite 
expanding  insurance  coverage.  Access  may  remain  con- 
strained because  of  institutional  factors,  e.g.,  shortages  of 
physicians  who  accept  patients  with  certain  coverage,  or  pa- 
tient-dependent factors  such  as  limited  transportation  and  lim- 
ited ability  to  understand  the  system,  among  others. 

Access  to  care  has  been  a significant  concern  with  Tenn- 
Care; that  is  related  to  many  factors,  including  negative  fi- 
nancial incentives  for  MCOs  to  provide  service  in  a capitated 
system  and  the  purported  inadequacy  of  physician  (espe- 
cially subspecialist)  participation.3-5  That  TennCare  enroll- 
ees have  adequate  access  to  a wide  range  of  high-quality 


gram. 1 Prior  to  TennCare,  the 
state  faced  a serious  crisis 
with  the  Medicaid  budget. 
During  the  five  years  prior  to 
TennCare,  the  number  of  en- 
rollees in  Medicaid  rose  at  a 
compounded  annual  rate  of 
13.1%  and  the  cost  per  en- 
rollee  increased  by  7.4%  per 


158 


Tennessee  Medicine  ~ May,  1996 


lealth  services  as  originally 
envisioned  by  the  state  has 
not  been  confirmed  by  reli- 
able data.  Therefore,  the 
state’s  goals  of  increasing  ac- 
cess to  health  care  gets  an  in- 
complete grade. 

Goal  2:  Improve  quality  of 
care.  This  goal  gets  an  incom- 
plete grade,  too.  TennCare 
received  federal  approval 
and  financial  support  in  part 
for  emphasizing  health  care 
Ik  quality  in  theory  and  on  pa- 
isii  per.  TennCare  deserves  high 
M marks  for  such  an  emphasis. 
rlt  In  practice,  however,  scien- 
!«•  tific  analyses  of  the  quality 
is  of  care  actually  delivered  are 
of  still  unavailable.  Much  of 
o-  what  is  available  is  based  on 
:i l anecdotes  of  individual  cases 
ic  j with  poor  outcomes.  The 
? delay  in  availability  of  com- 
£ prehensive,  patient-level  data  can  be  attributed  to  a lack  of 
I experience  and  foresight  in  commencing  quality  assurance 
and  monitoring  programs  from  the  beginning.  The  state’s  Bu- 
reau of  TennCare  is  now  compiling  data  for  more  compre- 
hensive analyses.  Until  reliable  data  become  available  and 
are  analyzed,  quality  of  care  issues  cannot  be  accurately 
evaluated.  As  concluded  by  the  Health  Care  Financing  Ad- 
ministration, “since  the  state  is  not  monitoring  providers 
directly,  and  no  validation  system  is  in  place,  it  has  little 
assurance  that  services  are  indeed  being  given  as  indicated 
in  the  aggregated  reports  it  receives  from  MCOs  . . .”  but 
“the  state  is  making  slow  progress  in  implementing  its  QA 
monitoring  plan.”3 

Goal  3:  Encourage  preventive  care  while  providing  enroll- 
ees  incentives  for  appropriate  utilization.  Goa!  3 also  gets  an 
incomplete  grade  for  the  same  reason.  To  encourage  preven- 
tion, preventive  services  under  TennCare  are  provided  free 
of  charge,  while  other  services  require  deductibles  and  co- 
payments based  on  the  enrollees’  income.  However,  this  de- 
mand-side strategy  that  makes  preventive  care  free  does  not 
guarantee  that  these  services  will  be  provided  or  utilized.  A 
supply-side  strategy  motivating  or  requiring  MCOs  to  en- 
gage in  these  practices  must  also  be  in  place  and  rigorously 
enforced.  These  and  other  issues  related  to  delivery  of  pre- 
ventive services  in  managed  care  systems  have  been  reviewed 
in  a previous  paper  in  this  series  written  by  Drs.  Bailey  and 
Womeodu/'  Without  direct  data,  it  cannot  be  assumed  that 
preventive  services  are,  indeed,  being  delivered. 


Another  major  goal  of 
TennCare — appropriateness 
of  health  care  utilization — 
is  inherently  difficult  to  de- 
termine even  under  the  best 
of  circumstances.  In  the 
hurry  to  implement  Tenn- 
Care, these  evaluation  and 
data  collection  issues  were 
also  overlooked.  Without  the 
necessary  data,  we  cannot 
determine  whether  TennCare 
utilization  is  appropriate 
relative  to  the  Medicaid  pro- 
gram that  it  replaced. 

Discussion 

In  sum,  TennCare  has  suc- 
ceeded in  its  first  two  years 
in  broadening  insurance  cov- 
erage and  in  slowing  the 
growth  of  the  Medicaid  bud- 
get. But  serious  questions  are 
clouding  the  program’s  fu- 
ture. The  access,  quality,  and 
preventive  care  issues  are  largely  unresolved.  Budget  con- 
straints have  forced  the  state  to  close  enrollment  to  the  re- 
maining uninsured,  raising  concern  about  future  access  to 
health  care  by  all  Tennesseans.  Indeed,  the  financial  pres- 
sures that  safety-net  hospitals  such  as  the  MED  in  Memphis 
continue  to  face  suggest  that  access  for  those  not  covered  by 
TennCare  will,  in  reality  and  in  contrast  to  the  intent  of  the 
program,  actually  suffer.  In  a survey  by  the  University  of 
Tennessee,  the  percentage  of  uninsured  who  indicated  receiv- 
ing poor  care  increased  from  13%  in  1993  to  25%  in  1994, 
i.e.,  an  increase  of  over  90%  from  before  to  after  initiation  of 
TennCare.5 

Moreover,  the  payment  rates  that  MCOs  pay  to  hospitals 
and  doctors  are  below  the  pre-Medicaid  levels.  Most  MCOs 
lost  money  in  the  first  year  even  after  receiving  a one-time 
supplemental  payment  from  the  state.  According  to  the  Gen- 
eral Accounting  Office,3  financial  reports  from  MCOs  indi- 
cated that  during  the  first  year  of  TennCare  the  five  MCOs 
that  covered  60%  of  all  enrollees  lost  money.  Blue  Cross/ 
Blue  Shield,  the  largest  MCO,  reported  a loss  of  $8.8  mil- 
lion. Losses  would  have  been  even  greater  without  large 
supplemental,  disproportionate  share  payments  ($128  mil- 
lion in  1994)  that  may  not  be  made  in  subsequent  years.  Al- 
though all  MCOs  continue  to  participate,  some  have  suggested 
the  intent  to  reevaluate  their  long-term  commitments  and  oth- 
ers have  explored  mergers  or  sales.  MCOs  are  also  likely  to 
respond  to  these  losses  by  further  reducing  payments  to  pro- 
viders or  restricting  access. 

For  all  of  these  reasons,  TennCare  is  rapidly  approaching 


• Are  quality,  access,  and  utilization  appropriate?  Are 
reliable  and  effective  quality  improvement  and  moni- 
toring plans  in  place  to  measure  these  critical  param- 
eters of  health  system  function? 

• Are  incentives  to  encourage  the  use  of  appropriate  and 
preventive  care  working? 

• Are  the  disabled,  beneficiaries  of  the  AFDC  pro- 
gram, and  those  who  remain  uninsured  receiving 
appropriate  treatment? 

• Have  formal  MCO  oversight  policies  and  procedures 
been  developed  and  strengthened? 

• Will  providers  continue  to  participate  in  TennCare? 

• Will  MCOs  remain  financially  viable?  Is  MCO  enroll- 
ment turnover  excessive?  What  are  the  reasons  for 
turnover? 

• Has  TennCare  caused  hospitals  to  close  or  to  signifi- 
cantly curtail  services?  If  so,  what  are  the  consequences 
to  the  health  care  of  both  the  insured  and  the  unin- 
sured? 

• Has  (or  to  what  extent  has)  TennCare  increased  cost- 
shifting  to  other  payers? 
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a critical  crossroads  that  could  determine  the  program’s  long- 
term success  or  failure.  Gov.  Don  Sundquist,  who  inherited 
TennCare  from  former  Gov.  Ned  McWherter,  must  either  take 
a hard  line  on  TennCare  costs  or  find  a way  to  increase 
TennCare  funding  if  all  of  its  objectives  are  to  be  achieved. 

The  former  approach  will  force  the  MCOs  to  squeeze  pro- 
viders harder.  Some  hospitals  and  physicians  will  drop  out 
of  TennCare  and  those  that  remain  will  increase  cost  shift- 
ing, a condition  that  other  payers  are  not  likely  to  permit  for 
long.  Some  MCOs  may  not  be  able  to  survive  the  financial 
crunch,  mismanagement,  or  a concentration  of  high-cost  pa- 
tients. If  an  MCO  fails,  both  patients  and  providers  will  suf- 
fer, for  the  state  does  not  appear  to  have  a contingency  plan 
to  deal  with  the  aftermath  of  an  MCO  failure.  The  second 
approach,  while  welcomed  by  providers,  will  reverse  the 
major  impetus  for  the  program  and  will  crowd  out  many  other 
worthy  programs  from  the  state’s  overall  budget.  This  means 
that  other  constituencies — education,  highways,  prisons,  con- 
servation, social  services,  etc.— will  receive  a smaller  slice 
of  the  state  budget. 

Apart  from  financial  issues,  many  health  systems  and  qual- 
ity issues  remain  unresolved.  Questions  that  remain  unan- 
swered include: 

• Are  quality,  access,  and  utilization  appropriate?  Are  re- 
liable and  effective  quality  improvement  and  monitoring  plans 
in  place  to  measure  these  critical  parameters  of  health  sys- 
tem function? 

• Are  incentives  to  encourage  the  use  of  appropriate  and 
preventive  care  working? 

• Are  the  disabled,  beneficiaries  of  the  AFDC  program, 
and  those  who  remain  uninsured  receiving  appropriate 
treatment? 

• Have  formal  MCO  oversight  policies  and  procedures 
been  developed  and  strengthened  ? 

• Will  providers  continue  to  participate  in  TennCare? 

• Will  MCOs  remain  financially  viable?  Is  MCO  en- 
rollment turnover  excessive?  What  are  the  reasons  for 
turnover? 

• Has  TennCare  caused  hospitals  to  close  or  to  signifi- 
cantly curtail  services?  If  so,  what  are  the  consequences  to 
the  health  care  of  both  the  insured  and  the  uninsured? 

• Has  (or  to  what  extent  has)  TennCare  increased  cost- 
shifting  to  other  payers? 


Even  though  these  important  questions  remain  largely  un- 
answered, some  lessons  can  be  learned  from  the  first  two  years 
of  TennCare  experience.  These  lessons  include  the  following: 

1.  It  is  possible  to  expand  insurance  coverage  without  a 
dramatic  increase  in  cost  to  the  government.  However,  cov- 
erage is  not  the  same  as  access.  Coverage  will  improve  ac- 
cess only  if  reform  generates  genuine  savings  so  that  more 
people  can  be  covered  without  sacrificing  quality  and  if 
nonfinancial  barriers  to  care  are  reduced. 

2.  The  results  of  a health  system  reform  plan  will  not  be 
known  for  many  years.  To  permit  a successful  evaluation, 
data  and  monitoring  issues  must  be  incorporated  into  the  origi- 
nal framework. 

3.  Major  reforms  have  spillover  effects  on  the  entire  health 
care  system,  affecting  the  livelihood  of  thousands  of  indi- 
viduals who  directly  or  indirectly  work  in  it. 

TennCare’s  biggest  accomplishment  has  been  to  bring  95% 
of  Tennessee’s  residents  under  some  form  of  health  insur- 
ance coverage.  The  main  challenge  ahead  is  to  continue  to 
control  costs  while  maintaining  quality  and  access  for  those 
who  cannot  otherwise  afford  health  care.  This  effort  will  be 
made  more  difficult  when  the  federal  government  shifts  new 
responsibilities  to  the  states. 

In  an  effort  to  balance  the  federal  budget,  the  Congress 
will  use  block  grants  to  transfer  many  federal  social  service 
functions  to  the  states.  The  states  will  have  more  flexibility 
to  spend  the  block  grants  but  also  will  have  more  programs 
competing  for  the  limited  dollars.  Tennessee  has  been  blessed 
with  a reasonably  robust  economy  in  the  last  few  years.  But 
business  cycles  are  inevitable.  When  the  next  recession  comes, 
possibly  in  the  late  1990s,  the  commitments  we  make  today 
will  come  back  to  haunt  us.Q 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Complication  During  Arthroscopy 

J.  Kelley  Avery,  MD 


Case  Report 

A 56-year-old  truck  driver 
with  a long  history  of  pain  in 
his  knees  had  previously  had 
arthroscopic  surgery  on  his 
right  knee  for  osteochondritis 
with  fair  results.  Now  the  left 
knee  was  so  painful  that  it  in- 
terfered with  his  work.  The 
pain  was  aggravated  by  long 
periods  of  walking  and  lift- 
ing. Driving  his  truck  caused 
aching  in  his  knee  to  the  de- 
gree that  he  would  have  to 
stop  his  truck,  get  out,  and 
walk  around  to  get  some  re- 
lief, only  to  have  the  same 
problem  recur  when  he  re- 
sumed driving.  These  symp- 
toms were  the  same  that  he 
had  experienced  with  his 
right  knee,  and  the  surgery 
four  years  earlier  had  helped 
a lot.  His  physician  recom- 
mended the  same  approach 
to  his  left  knee,  with  the  ca- 
veat that  it  would  probably 
delay  the  inevitable  arthro- 
plasty for  a few  years. 

For  years  the  obese  pa- 
tient had  experienced  mod- 
erately severe  hypertension 
that  was  difficult  to  control.  His  treatment  had  been  Atenolol, 
Vasotec,  and  Catapres.  He  was  admitted  to  the  outpatient 
surgery  area,  where  the  note  by  the  anesthesiologist  indicated 
that  he  had  been  informed  of  the  risks  and  benefits  of  the 
knee  operation  by  the  orthopedic  surgeon  and  agreed  to  the 
arthroscopic  surgery  for  debridement  of  the  joint.  Preopera- 
tive medication  was  given  about  12:45  pm.  At  1 :00  pm  an  epi- 
dural anesthetic  was  administered.  The  procedure  went 
smoothly  and  without  incident,  using  xylocaine  and  epineph- 


rine, with  good  analgesia.  The  surgery  began  about  2:00  pm 
and  ended  about  an  hour  later.  He  was  transferred  to  the  post- 
anesthesia care  unit  (PACE)  in  good  condition,  but  still  unable 
to  move  his  lower  extremities. 

It  is  significant  to  note  that  the  operating  room  clinical 
record  did  not  mention  a blood  pressure  reading  during  the 
procedure.  However,  after  transfer  to  the  PACE,  about  one 
and  one-half  hours  after  the  epidural  had  been  given,  the  blood 
pressure  was  reported  to  be  148/90  mm  Hg. 

The  anesthesia  record  indicated  that  the  blood  pressure 
was  tracked  at  80-90  mm  Hg  systolic  during  the  one-hour 
operation.  Intravenous  fluids  were  running,  the  patient  re- 
ceiving about  2,000  cc  preoperatively  and  intraoperatively. 

The  patient  remained  unable  to  move  his  lower  extremi- 
ties while  in  the  PACE.  Three  hours  after  the  anesthesia  had 
been  given  the  patient  was  transferred  to  a bed  on  the  floor, 
still  unable  to  move  his  legs.  Thirty  minutes  later  the  surgeon 
was  called  about  the  patient’s  condition.  He  asked  that  a resi- 
dent see  and  evaluate  the  patient.  The  patient  then  was  trans- 
ferred to  a 23-hour  observation  bed.  At  10:15  pm  the  blood 
pressure  was  recorded  at  160/100  mm  Hg,  and  throughout 
the  night  and  early  morning  hours  it  remained  at  about  this 
level  or  higher,  on  one  occasion  reaching  206/1 10  mm  Hg. 

At  8:00  am  the  morning  after  the  surgery  the  patient  was 
seen  for  the  first  time  by  his  anesthesiologist  and  his  sur- 
geon. At  this  time  a consultation  was  asked  of  a neurologist, 
who  found  the  patient  still  unable  to  move  his  legs,  but  with 
some  ability  to  flex  at  his  hips.  The  circulation  seemed  in- 
tact in  his  legs,  and  he  had  some  perception  of  touch  but  no 
pain  on  pinprick.  CT  and  MRI  were  both  negative.  EMG 
showed  no  motor  function  in  the  lower  extremities,  indicat- 
ing a lesion  at  the  L2-3  level.  The  diagnosis  was  occlusion 
of  the  anterior  spinal  artery,  presumably  brought  about  by 
the  prolonged  hypotension  (one  hour)  during  surgery.  The 
patient  did  not  recover  significant  function,  and  remains 
paraplegic. 

A lawsuit  was  filed  charging  the  surgeon  and  the  anesthe- 
siologist with  negligence  in  not  treating  the  intraoperative 
hypotension,  which  was  presumed  to  be  the  causative  factor 
in  the  diagnosis.  The  complaint  further  charged  that  there 
was  no  informed  consent  for  the  anesthesia. 


Dr.  Avery  is  chairman  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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Loss  Prevention  Comments 

Again  the  record  condemns  us!  There  is  no  record  of  an 
informed  consent  that  discussed  the  epidural  anesthetic  it- 
self. The  rather  prolonged  period  of  hypotension  during  the 
operation  was  not  treated.  It  is  certainly  open  to  question 
whether  or  not  one  hour  of  systolic  pressure  readings  of 
80-90  mm  Hg  would  contribute  to  the  occlusion  of  the  ante- 
rior spinal  artery,  but  this  patient  had  been  hypertensive  for 
years  and  was  taking  treatment  for  his  hypertension 
preoperatively.  Then  there  was  the  prolonged  interval  between 
the  time  the  surgeon  became  aware  that  the  patient  could  not 
move  his  legs  and  his  personal  appearance  at  the  patient’s 
bedside.  Neither  the  surgeon  nor  the  anesthesiologist  came 


to  see  the  patient  until  the  next  morning,  some  1 8 hours  after 
the  anesthetic  had  been  given.  While  this  could  not  have  con- 
tributed to  the  result,  it  probably  did  contribute  to  the  anger 
felt  by  the  patient  toward  the  operating  team. 

Expert  witnesses  stated  unequivocally  that  the  period  of 
hypotension  could  have  contributed  to  the  final  outcome,  and 
indicated  that  prompt  intervention  by  the  anesthesiologist 
could  have  prevented  or  mitigated  the  resulting  paralysis. 

Considering  that  our  doctors  had  no  expert  witness  sup- 
port, and  that  the  patient  had  been  a productive  working  man 
prior  to  his  operation,  trying  this  case  was  out  of  the  ques- 
tion and  a very  large  settlement  was  required  to  close  this 
case.G 


HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review  Committee  assists 
doctors  who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  theTMF  Impaired  Physician  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


(M:  (800)624-5293 


Or  write  To: 

MSGT  LARRY  PORTER 
AFRRCS/RSHS 


1364  Chennault  Circle 
Dobbins  ARB,  GA  30069-4904 
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A GREAT  WAY  TO  SERVE 


Original  Contribution 


Diagnosis  of  Meckel's  Diverticulum 
By  Computerized  Tomography 


Robert  W.  Ikard,  MD 


Introduction 

Meckel’s  diverticulum  is  found  in  1%  to  2%  of  patients  in 
autopsy  series.1  It  causes  a similar  incidence  of  clinical  diffi- 
culty among  patients  having  it,  and  the  diagnosis  seldom  is 
made  preoperatively.2"4  Technetium  pertechnetate  scan  is  help- 
ful in  the  few,  mostly  pediatric,  patients  with  ectopic  mucosa 
lining  the  diverticulum.  Small  bowel  series  (SBS)  rarely  pro- 
vides the  diagnosis. 

Computerized  tomography  (CT)  can  detect  enteroliths  in 
a giant  diverticulum5  or  a mass  if  intussusception  or  infarction 
have  occurred.6'7  CT  with  intestinal  contrast  provided  the 
correct  diagnosis  of  Meckel’s  diverticulum  in  a patient  who 
had  had  two  nondiagnostic  SBS  and  other  tests. 

Case  Report 

A 30-year-old  man  had  intermittent,  cramping  abdominal 
pain,  occasionally  associated  with  nausea  and  lasting  from 
hours  to  days.  He  had  lost  10  pounds  in  the  past  year.  As  a 
teenager,  he  had  been  treated  for  iron  deficiency  anemia. 
Numerous  investigations  at  that  time,  including  SBS,  had 
provided  no  diagnosis. 

The  thin  man  had  a flat,  nontender  abdomen,  without  a 
palpable  mass.  His  hemoglobin  was  1 1 .7  gm/dl  with  normal 
red  blood  cell  indices.  SBS  and  abdominal  ultrasound  showed 
no  abnormality.  CT  with  oral  and  intravenous  contrast  showed 
a 2-cm,  fluid-filled  structure  attached  to  small  bowel  loops 
in  the  right  lower  quadrant  (Figs.  1 and  2). 

Celiotomy  revealed  a diverticulum  45  cm  proximal  to  the 
ileocecal  valve  entrapped  in  adhesions  and  associated  with 
thickened  efferent  bowel.  The  diverticulum  and  a sleeve  of 
ileum  were  resected.  Sections  of  the  diverticulum  showed 
fibrosis  and  muscle  hypertrophy.  Subsequently  he  has  been 
asymptomatic. 


From  the  Department  of  Surgery,  Centennial  Medical  Center,  and 
Vanderbilt  University  Medical  Center,  Nashville. 

Reprint  requests  to  2400  Patterson  Street,  Suite  516,  Nashville,  TN 
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Figure  1 . Axial  CT  image  of  mid-pelvis,  showing  ovoid  fluid-filled  mass. 


Figure  2.  Delayed  CT  image  of  mid-pelvis,  showing  oral  contrast  me- 
dium and  air  in  mass  attached  to  small  intestine. 
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Discussion 

Meckel’s  diverticulum  infrequently  requires  surgical 
therapy.  Though  it  is  removed  more  often  in  the  pediatric  age 
group,  bleeding,  obstruction,  perforation,  or  inflammation 
can  occur  in  later  years.2’7 

Technetium  scanning  is  seldom  helpful  in  diagnosing  clini- 
cally significant  Meckel’s  diverticulum  in  adults.  Thoeni  and 
Moss7  assert  that  CT  rarely  is  necessary  in  diagnosing  small 
bowel  disease  because  conventional  procedures  are  effective 
and  cheaper.  In  spite  of  various  technique  refinements/  how- 
ever, SBS  is  unreliable  in  diagnosing  Meckel’s  diverticulum. 

Because  of  the  anomaly’s  rare  clinical  import,  it  is  un- 
likely that  prospective  analysis  of  relative  efficacy  of  SBS 
and  CT  for  diagnosing  Meckel’s  diverticulum  can  be  done. 
Other  recent  reports  of  correct  preoperative  diagnoses  using 
CT  suggest  the  modality  may  be  more  accurate  than  SBS.910 
In  this  case,  CT  interpretation  identified  the  diverticulum  af- 
ter SBS  and  ultrasound  had  failed.  Judging  from  these  re- 


ports, CT  should  be  used  earlier  in  the  clinical  algorithm, 
probably  providing  a higher  diagnostic  rate  with  less,  rather 
than  more,  expense. □ 
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Vanderbilt  Morning  Report 

Antiphospholipid  and  Anticentromere 
Antibodies  Occurring  Together  in  a 
Patient  With  Pulmonary  Hypertension 


Case  Report 

A 34-year-old  man  came  to  Vanderbilt  University  Medi- 
cal Center  for  evaluation  of  presumed  thromboembolism  and 
pulmonary  hypertension.  Fifteen  years  earlier  the  patient  de- 
veloped a deep  venous  thrombosis  and  pulmonary  embolus. 
Despite  warfarin  therapy  he  had  recurrent  venous  thromboses 
and  an  axillary  artery  thrombosis.  Pulmonary  hypertension 
developed  and  five  months  before  admission  a Greenfield 
filter  was  placed  in  the  vena  cava.  The  patient  complained  of 
progressive  dyspnea  on  exertion  and  was  admitted  to  a com- 
munity hospital  for  evaluation.  Warfarin  was  discontinued 
and  heparin  was  given  intravenously.  A pulmonary 
arteriogram  was  attempted  but  aborted  because  of  high  pul- 
monary artery  pressure,  and  he  was  transferred  to  our  hospi- 
tal for  further  evaluation. 

Physical  examination  showed  a well-developed  white  man 
in  no  distress,  with  a body  temperature  of  99.7°F,  blood  pres- 
sure 120/68  mm  Hg,  and  pulse  82/min.  His  respiratory  rate 
was  22/min  while  he  was  receiving  3 liters  of  oxygen  per 
minute  by  nasal  cannula.  There  was  no  apparent  jugular  vein 
distension  at  30  degrees  elevation.  The  lungs  were  clear  to 
auscultation  and  percussion.  Cardiac  examination  showed  a 
loud  P,  and  an  accentuated  splitting  of  the  second  heart  sound 
with  inspiration.  There  was  no  gallop  or  right  ventricular 
heave,  and  there  was  no  clubbing,  cyanosis,  or  edema  of  the 
extremities.  There  was  no  rash  or  synovitis,  and  the  skin  tex- 
ture was  normal.  The  WBC  count,  hematocrit,  and  electro- 
lytes were  all  normal.  The  platelet  count  was  57,000/cu  mm, 
and  the  PTT  was  59  seconds  (normal  26).  The  electrocardio- 
gram revealed  a sinus  tachycardia  at  1 10/min,  right  axis  de- 
viation, and  right  ventricular  hypertrophy.  The  chest  radio- 
graph showed  cardiomegaly,  with  a prominent  right  heart 
border  and  prominent  pulmonary  arteries.  A ventilation- 
perfusion  scan  was  read  as  low  probability  for  pulmonary 
embolus.  An  echocardiogram  showed  severe  right  ventricu- 
lar enlargement,  markedly  decreased  right  ventricular  func- 


Pre.sen  ted  by  Steve  Tilley,  MD,  Department  of  Pulmonary  Fellowship  at 
Chapel  Hill,  North  Carolina ; Discussed  by  John  Newman,  MD,  professor 
of  pulmonary  medicine,  and  Anne  Thomas,  MD,  assistant  professor  of 
medicine  and  hematology,  Vanderbilt  University  Medical  Center, 
Nashville. 


tion,  and  right  atrial  enlargement.  Infusion  of  agitated  saline 
failed  to  reveal  an  intracardiac  shunt.  Cardiac  magnetic  reso- 
nance imaging  (MRI)  showed  no  thrombus  in  the  main  or 
the  right  or  left  pulmonary  arteries.  A pulmonary  arteriogram 
showed  chronic  minimal  occlusive  disease  in  the  postero- 
basal segments  only.  The  apical  and  mid-arterial  branches 
were  unremarkable.  Pulmonary  artery  pressure  was  81/34  mm 
Hg.  There  was  no  oxygen  differential  between  the  right  atrium 
and  pulmonary  artery. 

The  PTT  remained  elevated  several  days  after  the 
discontinuation  of  heparin,  but  thrombin  time  was  normal. 
A 1:1  pooled  normal  plasma  mix  failed  to  correct  the  PTT. 
A lupus  anticoagulant  screen  revealed  an  elevated  dilute 
Russell’s  viper  venom  time,  and  dilute  thromboplastin  time. 
Anticardiolipin  antibody  was  positive,  with  an  IgG  titer  of 
1 13  (normal  0 to  23).  Antinuclear  antibody  was  positive  at  a 
titer  of  1 : 1 60  in  a 4+  centromere  pattern.  Anti-DNA  crithidia 
and  ENA  were  negative.  Rheumatoid  factor  was  less  than 
1 :20.  There  was  no  history  or  physical  findings  to  suggest 
systemic  lupus  erythematosus  or  systemic  sclerosis.  The  pa- 
tient was  discharged  receiving  warfarin,  nifedipine,  and  oxy- 
gen. He  has  remained  stable  during  more  than  two  years  of 
follow-up.  The  PT  INR  is  kept  at  3.0  to  4.0.  No  other  mani- 
festations of  immune  vascular  disease  have  occurred.  The 
main  complications  of  his  disease  have  been  exercise  intol- 
erance (New  York  Heart  Association  Class  III),  mild  hypox- 
emia, and  two  episodes  of  frank  hemoptysis. 

Discussion 

Our  patient  displayed  several  features  of  the  primary 
antiphospholipid  syndrome,  including  recurrent  vascular 
thrombosis,  thrombocytopenia,  and  antibodies  to  a phospho- 
lipid.1 Pulmonary  hypertension  is  a rare  manifestation  of  the 
antiphospholipid  syndrome,  occurring  in  only  two  of  70  pa- 
tients in  one  series.2  Pulmonary  hypertension  in  the  primary 
antiphospholipid  syndrome  has  been  shown  to  occur  by  both 
thromboembolic  and  primary  vasculopathic  processes.3  Both 
mechanisms  were  potentially  responsible  in  our  patient  since 
the  degree  of  pulmonary  hypertension  was  out  of  proportion  to 

( Continued  on  page  168) 
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Trauma  Rounds 

An  Abdominal  Hernia 
Secondary  to  Blunt  Trauma 

James  V.  Lewis,  MD;  Roger  C.  Clapp  Jr.,  MD;  George  M.  Testerman,  MD 


Introduction 

An  acute  abdominal  wall  hernia  following  blunt  trauma 
occurs  infrequently.  In  1994  Damchen  et  al1  collected  23 
clearly  described  cases  from  the  world  literature  and  reported 
five  additional  cases  from  their  institution.  They  defined  blunt 
abdominal  herniation  as  “herniation  through  disrupted  mus- 
culature and  fascia  associated  with  adequate  trauma,  without 
skin  penetration,  and  no  evidence  of  a prior  hernia  defect  at 
the  site  of  injury.”  The  absence  of  peritoneal  sac  has  been 
included  in  the  criteria  for  diagnosis.2  This  is  the  report  of 
the  presentation  and  management  of  such  a hernia. 

Case  Report 

A 43-year-old  woman  was  involved  in  a single  car  motor 
vehicle  crash.  She  was  the  unrestrained  front  seat  passenger 
in  a car  that  collided  with  a front  porch,  the  side  railing  of 
which  penetrated  the  windshield  and  struck  the  patient  in  the 
abdomen.  There  was  no  loss  of  consciousness  or  hemody- 
namic instability.  Upon  arrival  in  the  emergency  department 
the  patient  was  alert  and  complaining  only  of  right-sided 
abdominal  pain. 

On  physical  examination  a large,  minimally  tender,  ecchy- 
motic  area  and  bulge  were  noted  in  the  right  lower  quadrant 
of  the  abdomen.  The  overlying  skin  was  intact.  Bowel  sounds 
were  normal. 

A CT  scan  of  the  abdomen  (Fig.  1)  revealed  protrusion  of 
the  colon  through  a large  defect  in  the  right  lower  anterolateral 
abdominal  wall.  The  bowel  extended  to  within  a few  millime- 
ters of  the  skin  and  appeared  intact,  without  evidence  of  free 
air.  There  was  no  other  evidence  of  intra-abdominal  injury. 

With  increasing  abdominal  pain  the  patient  was  taken  to 
surgery  for  exploration  and  repair  of  the  hernial  defect.  The 
trauma  had  disrupted  the  fascial  layers  of  the  abdomen  as 
well  as  the  right  rectus  and  oblique  muscles.  No  hernia  sac 
was  present,  and  the  colon  appeared  uninjured.  The  distal 
ileum  and  cecum  were  avulsed  from  their  mesenteries,  as 
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was  a small  portion  of  distal  jejunum.  An  ileocolectomy  and 
distal  jejunal  resection  were  performed  with  primary  anasto- 
moses. The  hernia  defect  was  closed  in  layers  with  non-ab- 
sorbable  sutures.  The  patient  had  an  uneventful  recovery  and 
was  discharged  on  the  seventh  postoperative  day.  Two  months 
after  her  injury  the  patient’s  abdominal  wound  was  well  healed 
without  evidence  of  recurrence. 

Discussion 

Blunt  abdominal  trauma  is  common,  as  are  injuries  to  the 
abdominal  wall,  in  the  form  of  contusions,  hematomas,  and 
abrasions.  The  greatest  emphasis,  understandably,  is  on  the 
diagnosis  and  management  of  underlying  visceral  injuries. 
Diaphragmatic  hernias  do  occur,  but  are  thought  to  be  sec- 
ondary to  sudden  increases  in  intra-abdominal  pressure  rather 
than  to  direct  trauma.3 

The  mechanism  of  injury  that  might  explain  the  sudden 
development  of  an  abdominal  hernia  is  the  application  of  a 
large  amount  of  force,  sufficiently  blunt  as  not  to  penetrate 
the  skin,  and  concentrated  enough  to  produce  focal  muscular 
damage.  This  is  easily  pictured  when  the  source  of  trauma  is 
a handlebar,  but  the  end  of  a porch  rail  would  certainly  be  an 


Figure  1.  Admission  CT  scan  of  the  abdomen  showing  disruption  of  the 
musculature  and  herniation  of  bowel  into  the  defect. 
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adequate  instrument. 

Since  these  hernias  form  abdominal  wall  masses,  the  dif- 
ferential diagnosis  would  include,  in  addition  to  an  acute 
hernia,  a rectus  muscle  hematoma  and  a preexistent  tumor.4 
When  the  diagnosis  is  uncertain,  plain  abdominal  x-rays  may 
show  bowel  gas  in  the  hernia.  GI  contrast  studies  have  been 
reported  as  useful,  as  have  ultrasonography  and  CT  scans. 

The  patient  described  here  had  an  acutely  symptomatic 
hernia,  and  because  of  its  size  the  diagnosis  was  evident.  The 
CT  scan,  however,  gave  a good  picture  of  the  disruption  that 
had  occurred. 

Immediate  exploration  and  repair  are  recommended  as  the 
appropriate  course  of  management  in  these  cases.2-6  In  the 
cases  collected  by  Damschen  et  al, 1 11  of  28  patients  had 
associated  intra-abdominal  injuries.  With  this  in  mind,  the 
need  for  abdominal  exploration  would  make  a midline  inci- 
sion preferable  over  one  that  overlies  the  hernia  itself.  The 
hernial  defect  may  be  easiest  to  repair  when  fresh.  Adequate 
debridement  and  a solid,  tension-free  repair  with  non-absorb- 


able  sutures  and  occasionally  with  synthetic  mesh  is  also 
recommended.4 

Morbidity  from  a traumatic  hernia  of  the  abdominal  wall 
is  directly  related  to  associated  injuries,  both  within  the  ab- 
domen and  to  other  areas  of  the  body.  In  Damschen’s  review 
of  all  reported  cases,  no  deaths  are  mentioned.1 

In  summary,  an  acute  abdominal  wall  hernia  secondary  to 
blunt  trauma  occurs  infrequently.  When  recognized,  imme- 
diate repair  coupled  with  adequate  abdominal  exploration  is 
the  management  of  choice. □ 
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the  small  amount  of  thrombotic  disease  found  by  arteriogram. 

The  presence  of  an  anticentromere  antibody  was  an  un- 
expected finding.  Of  99  patients  with  the  primary  anti- 
phospholipid syndrome  in  three  series,  none  have  been  re- 
ported to  have  anticentromere  antibodies.2'4-6  Anticentromere 
antibodies  are  frequently  associated  with  the  CREST  syn- 
drome, and  were  once  considered  a serologic  marker  for  this 
variant  of  scleroderma.  More  recent  studies  have  shown 
anticentromere  antibodies  to  be  less  specific.  Out  of  4,800 
randomly  screened  patients,  24  (0.5%)  were  found  to  have 
anticentromere  antibodies.6  Eight  of  these  24  patients  had  no 
connective  tissue  disease.  The  others  had  either  primary  bil- 
iary cirrhosis,  primary  Raynaud’s  phenomenon,  CREST,  dif- 
fuse scleroderma,  or  pulmonary  hypertension.  It  is  unknown 
whether  the  patient  with  pulmonary  hypertension  was  tested 
for  antiphospholipid  antibodies.  Twenty  percent  to  thirty-three 
percent  of  patients  with  systemic  sclerosis  have  anticardiolipin 
antibodies,  one  of  the  most  common  antiphospholipid  anti- 
bodies. However,  no  patient  with  anticardiolipin  antibody  has 
ever  been  reported  to  have  anticentromere  antibodies.7 

The  potential  role  for  antiphospholipid  antibodies  in  the 
pathogenesis  of  pulmonary  hypertension  has  recently  been 
reported.2  The  role  of  anticentrornere  antibodies  in  pulmo- 
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nary  hypertension  is  uncertain,  but  an  association  is  likely 
given  the  frequency  of  pulmonary  hypertension  in  patients 
with  the  CREST  syndrome/  Furthermore,  one  of  the  24  ran- 
domly screened  patients  found  to  have  anticentromere  anti- 
bodies had  pulmonary  hypertension  as  the  sole  clinical  mani- 
festation.6 Our  patient  showed  the  unique  combination  of 
antiphospholipid  and  anticentromere  antibodies,  both  of 
which  may  be  mechanistically  involved  in  the  pathogenesis 
of  his  pulmonary  hypertension. □ 
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Project  TEACH  in  the  School  System 
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Project  TEACH  (Together  Educating  and  Coordinating 
Health)  began  in  January  1995  as  a cooperative  effort  be- 
tween the  Tennessee  Department  of  Health  and  the  Tennes- 
see Department  of  Education.  The  Project  was  intended  to 
increase  coordination  of  services  to  children  with  special 
health  care  needs,  and  to  improve  the  capability  of  local  school 
systems  to  access  third  party  payors  for  services  derived.  The 
project  began  as  a result  of  a dramatic  increase  in  the  number 
of  students  with  special  health  care  needs  attending  public 
school  in  Tennessee.  Contributing  factors  to  this  increase  in- 
clude the  advance  of  medical  technology  at  a faster  rate  than 
schools’  capacity  to  deal  with  the  special  needs  of  students, 
the  increased  legal  requirements  to  serve  all  students  with 
disabilities,  the  trend  toward  outpatient  treatment  rather  than 
treatment  in  an  acute  care  facility,  and  parents’  expectations 
regarding  their  child’s  right  to  medical  care  in  the  school. 
Because  many  of  the  students  with  special  needs  are 
mainstreamed,  not  all  are  classified  as  special  education  stu- 
dents, thus  increasing  problems  associated  with  the  care  of 
these  children  in  the  regular  classroom: 

• School  systems  do  not  have  staff  trained  to  perform 
medical  procedures  in  the  classroom,  nor  do  they  have  the 
resources  to  employ  such  individuals. 

• Teachers  are  provided  who  have  no  training  in  dealing 
with  medical  problems,  or  information  for  helping  them  un- 
derstand the  child’s  medical  need. 

• Children  often  need  more  services  than  can  be  provided 
during  the  school  day  or  the  school  year,  and  few  children 
are  approved  for  extended  school-year  services. 

• Therapy  delivered  during  the  school  day  is  not  coordi- 
nated with  that  delivered  privately  after  school. 

• Larger  school  systems  may  have  some  personnel  on  site 
to  deliver  therapy  services,  but  the  smaller  ones  have  to  con- 
tract for  those  services  at  significant  expense. 

• School  systems  do  not  have  the  medical  expertise  or  the 
personnel  to  access  third  party  payors. 

By  coordinating  school-based  case  management  activi- 
ties for  this  population  with  other  resources,  school  systems 
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benefit  from  both  enhanced  medical  expertise  and  more  exten- 
sive provider  networks.  School-based  case  management  is  not 
the  direct  provision  of  services,  but  rather  the  enhancement 
of  medical  care  by  providing  integration  of  nonmedical  ser- 
vices and  educational  activities  with  continuing  medical  care. 

Representatives  from  both  state  departments  met  with  spe- 
cial education  supervisors  in  each  region,  and  outlined  for 
them  the  proposed  activities.  Pilot  projects  were  defined  and 
staffed  with  experienced  public  health  nurses  who  were  ini- 
tially involved  in  data  collection  as  their  primary  activity. 
Health  survey  forms  were  sent  to  the  family  of  each  child 
enrolled  in  the  designated  school  systems.  The  return  rate  of 
the  completed  health  surveys  has  been  93%.  Review  of  the 
surveys  indicated  that  approximately  5%  of  the  children  in 
the  involved  school  system  in  the  East  Tennessee  and  1 5%  of 
the  children  in  the  West  Tennessee  school  system  had  some 
type  of  health-related  problem.  Because  the  focus  has  been 
to  improve  financial  access  to  services,  many  of  the  services 
previously  paid  for  out  of  local  school  system  funds  are  now 
being  funded  through  other  third  party  mechanisms. 

The  Project  TEACH  nurses  are  now  regularly  attending 
multidisciplinary  team  meetings.  As  a result,  other  benefits 
have  been  noted. 

• Children  receiving  therapy  have  been  discussed  and  in 
many  instances  channeled  into  services  that  more  appropri- 
ately meet  their  needs. 

• Many  children  with  health  problems  that  the  schools 
knew  nothing  about  previously  that  could  have  significant 
impact  in  the  classroom  have  been  identified. 

• Resources  that  have  been  unknown  to  the  school  staff 
have  been  identified,  and  duplication  of  effort  has  been 
avoided  by  increased  access  to  records  from  other  providers. 

• Diagnosis-specific  information  has  been  researched  and 
has  been  provided  in  written  form  to  school  personnel. 

• Project  TEACH  nurses  have  planned  and  implemented 
summer  services  supported  by  third  party  payors  for  students 
with  special  health  care  needs. 

Project  TEACH  is  currently  being  expanded  into  six  other 
areas  of  the  state.  Specific  information  about  the  program 
may  be  obtained  by  calling  the  Case  Management  Services 
Section  of  the  Department  of  Health  at  (615)  741 -8530. □ 
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TMA  members  can  save 
money  on  their  workers' 
compensation  insurance 
premium  costs  with  the 
Dodson  Plan! 


Endorsed  by  Tennessee  Medical  Association 
in  1978,  the  Dodson  Plan  has  paid  TMA 
members  dividends  12  out  of  16  years! 


Because  dividends  depend  in  part  on  claim  costs 
and  related  expenses,  they  can't  be  guaranteed. 
However,  when  all  Tennessee  medical  professionals 
using  the  Plan  promote  employee  safety  and  keep 
claim  costs  low,  your  chances  of  receiving  a dividend 
improve. 

In  addition  to  yearly  dividend  opportunities, 
you  will  receive: 

Personalized  Service.  Our  home  office 
and  field  staffs  are  experienced  and 
professional.  They  work  closely  with 
you,  addressing  your  questions  and 
concerns. 

Loss  Control  Assistance.  Field  represent- 
atives are  available  to  suggest  programs 
that  could  help  reduce  the  severity  and 
frequency  of  workplace  accidents. 

Flexible  Premium  Payment  Plan.  The  Plan 
is  designed  to  give  you  flexibility  in  paying 
your  insurance  premiums  with  interest- 
free  installments! 


Dodson  Group  insured  its  first  customer 
in  1900!  Today,  we  re  putting  that 
experience  to  work  for  you  with 
progressive  insurance  programs  and 
exceptional  service! 

TMA  members  can  receive  a free 
no-obligation  premium  quote  . . . 
just  call  or  FAX  Dodson  today! 

CALL:  1-800-825=9489 
FAX:  1-800=825-9367 


DODSON  GROUP  • 9201  jStatejJne  Road  • Kansas  City,  MO  64114 
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News  and  Views 


Letters  to  the  Editor 


Disability  Evaluations 

To  the  Editor: 

I agree  both  with  the  article  by  Drs.  Gaw  and  Emerson  and 
with  the  editorial  in  the  March  issue  of  the  Journal  on  the  subject 
of  AMA  Guides  and  Impairment  Ratings  (J  Tenn  Med  Assoc 
89:77-78,  94,  March  1996). 

There  is  an  organization  that  teaches  how  physicians  should 
do  impairment  ratings.  The  American  Academy  of  Disability 
Evaluating  Physicians  will  be  having  one  of  their  overview 
courses  at  the  Stouffer  Hotel  in  Nashville  on  Saturday  and  Sunday, 
May  18  and  19.  The  course  is  meant  for  the  practicing  physician 
as  well  as  the  disability  specialist. 

For  information  contact  the  American  Academy  of  Disabi  lity 
Evaluating  Physicians,  150  N.  Wacker  Dr.,  Suite  920,  Chicago, 
IL  60606;  Phone  (312)  658-1171,  Fax  (312)  658-1175. 

James  B.  Talmadge,  MD 

500  Old  Kentucky  Road,  Suite  522 

Cookeville,  TN  38501 


TMA  Alliance  Report 


A Year  of  Firsts 

The  Tennessee  Medical  Association  Alliance  will  conclude  a 
very  busy  year  at  the  Sixty-Eighth  Annual  Convention  in 
Knoxville,  headquartered  at  the  Hyatt  Regency  Hotel  on  April 
1 1-13.  On  Saturday,  April  13,  Annelle  Bond  of  Nashville  will  be 
installed  as  president  by  Sharon  Scott  of  Roseburg,  Oregon,  the 
American  Medical  Association  Alliance  (AMAA)  president. 

The  theme  for  the  1995-1996  year  was  “WE  ...”  Using  a 
tree  as  a symbol,  WE  made  up  the  roots  of  the  Alliance.  The 
trunk  of  the  tree  was  made  up  of  action  verbs  that  indicated  the 
many  ways  the  Alliance  works  to  enhance  the  image  of  medicine 
in  our  communities,  i.e.,  plan,  advocate,  share,  include,  raise 
funds,  and  provide  care.  The  leaves  and  fruit  of  the  tree  are  the 
results  of  our  actions,  i.e..  Teen  Health  Workshops,  working  with 
the  TMA  on  the  Domestic  Violence  Education  and  Prevention 
Photo  Exhibit,  raising  funds  for  AMA-ERF.  During  this  year, 
the  Alliance  emphasized  that  individuals  make  up  the  WE  of  the 
Alliance,  and  our  accomplishments  are  shared  by  the  total 
membership. 

Johnnie  Amonette  has  been  nominated  for  president-elect  for 
the  AMAA  and  will  be  installed  as  its  president  in  June,  1997  at 
its  Annual  Session.  This  is  quite  a feather  in  Tennessee’s  cap  and 
Johnnie  will  be  an  excellent  representative  for  Tennessee.  We 
are  very  proud  of  her  and  excited  about  her  accomplishment! 

It  has  been  a year  of firsts  for  the  Alliance.  We  have  sat  on  the 
TMA  Board  for  the  first  full  year,  and  Dr.  Bowers  has  joined  the 
TMAA  Board  as  the  TMA  president.  Gov.  Don  Sundquist 
proclaimed  October  11,  1995  as  SAVE  Day  in  Tennessee.  SAVE 
stands  for  the  new  national  Alliance  emphasis  entitled  Stop 
America’s  Violence  Everywhere.  This  emphasis  was  initiated  by 


Sharon  Scott,  the  AMAA  president.  Another/Irst  is  that  we  are 
now  on  the  shared  information  network  that  the  TMA  has  installed 
at  headquarters.  We  are  delighted  that  we  will  be  able  to  interface 
with  the  Tennessee  medical  community  across  the  state.  Our  first 
Jump  Start  ’95  was  held  last  spring.  This  leadership  workshop 
was  conducted  in  three  locations  across  the  state  in  order  to  give 
each  county  medical  association  timely  training  sessions.  Our 
national  field  director,  Barbara  Marshall  of  Dayton,  Ohio, 
participated  in  our  educational  and  fun  meetings.  We  have 
established  a new  county  Alliance;  we  welcome  the  Overton 
County  Medical  Society  Alliance,  Helen  Weissinger,  president. 

The  Alliance  appreciates  the  enthusiastic  support  of  the  TMA! 
The  TMAA  continues  to  be  committed  to  the  health  of  all 
Americans  and  to  the  support  of  our  physician  spouses.  We  will 
continue,  through  our  projects  and  activities,  to  be  good  advocates 
of  medicine.  It’s  been  an  honor  and  a privilege  to  serve  as  the 
1995-96  president  of  the  TMA  Alliance. 

Lyn  Overholt 

TMAA  Alliance  President 


In  Memoriam 


Harry  ./.  Guffee,  age  83.  Died  March  16,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of 
Williamson  County  Medical  Society. 

Robert  L.  Patterson,  age  84.  Died  February  27,  1 996.  Graduate 
of  University  of  Pennsylvania  School  of  Medicine.  Member  of 
Chattanooga-Hamilton  County  Medical  Society. 

Leslie  B.  Reynolds  Jr.,  age  72.  Died  March  9,  1996.  Graduate  of 
Northwestern  University  Medical  School.  Member  of  Sullivan 
County  Medical  Society. 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Deborah  D.  Barton,  MD,  Soddy  Daisy 
Thomas  A.  Cable,  MD,  Chattanooga 
Melinda  Darling,  MD,  Ft.  Oglethorpe, GA 
Kerry  D.  Friesen,  MD,  Chattanooga 
Fred  M.  Gregg  III,  MD,  Chattanooga 
Charles  Dennis  Harris,  MD,  Chattanooga 
David  Keith  Helton,  MD,  Chattanooga 
R.  Hunter  Jennings  III,  MD,  Ft.  Oglethorpe,  GA 
Denis  T.  Kennedy,  MD,  Chattanooga 
Gerhard  K.  Kraske,  MD,  Chattanooga 
Paul  A.  Lawrence,  MD,  Chattanooga 
Christopher  T.  Moore,  MD,  Lookout  Mountain 
James  J.  O'Connell  III,  MD,  Chattanooga 
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David  J.  Phillips,  MD,  Chattanooga 
Mark  T.  Pollard,  MD,  Chattanooga 
B.W.  Ruffner  Jr,  MD,  Chattanooga 
David  E.  Ruiz,  MD,  Chattanooga 
Nita  W.  Shumaker,  MD,  Hixson 
Kirk  A.  Wilcox,  MD,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Eugene  M.  Einan,  MD,  Brownsville 
David  Villarreal,  MD,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Teri  L.  Hodges,  MD,  Knoxville 
Philip  B.  Kellett,  MD,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Janies  M.  Fitts  Jr.,  MD,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Charles  P.  Fitch,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Melvin  D.  Law  Jr.,  MD,  Nashville 
John  S.  Pirolo,  MD,  Nashville 
Eddie  J.  Reddick,  MD,  Nashville 
Eugene  J.  Winter,  MD,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Soheil  L.  Hanna,  MD,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Scott  H.  Keith,  MD,  Cookeville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Tina  C.  Gresham,  MD,  Murfreesboro 

SCOTT  COUNTY  MEDICAL  SOCIETY 

Ahmad  Idris,  MD,  Oneida 
Asheesh  Shipstone,  MD,  Huntsville 


Personal  News 


G.  Edward  Hazlehurst,  MD,  Jackon,  has  been  accepted  as  a 
member  of  the  American  College  of  Gastroenterology. 

R.  Henry  Richards,  MD,  executive  vice-president  for  medical 
affairs  for  King  and  Monarch  Pharmaceuticals,  Inc.  in  Bristol, 
has  been  named  secretary  of  the  American  Academy  of 
Pharmaceutical  Physicians. 

Robert  L.  Summitt,  MD,  dean  of  the  College  of  Medicine  at  the 
University  of  Tennessee,  Memphis,  has  been  named  the  1996 
Pediatrician  of  the  Year  by  the  Tennessee  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  Tennessee  Pediatric  Society. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  February,  1996.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two, 
or  three  years.  For  the  one-year  award,  physicians  report  50  hours 
of  continuing  medical  education,  including  20  hours  of  Category 
1;  for  the  two-year  award,  physicians  report  100  hours  of  CME, 
including  40  hours  of  Category  1 ; for  the  three-year  award,  phy- 
sicians report  150  hours  of  CME,  60  of  which  are  Category  1. 
Each  application  for  the  PRA  must  also  verify  participation  in 
Category  2 CME  activities. 

Maysoon  S.  Ali,  MD,  Waverly 
Subhi  D.  Ali,  MD,  Waverly 
George  F.  Bale,  MD,  Memphis 
Charles  P.  Bownds,  MD,  Pikeville 
Edward  L.  Cattau  Jr.,  MD,  Memphis 
Sung  J.  Chung,  MD,  Morristown 
Larry  C.  Collins,  MD,  Cleveland 
Joseph  B.  DeLozier  III,  MD,  Nashville 
Elise  Denneny,  MD,  Knoxville 
Samuel  H.  Dillard  Jr.,  MD,  Brentwood 
Morris  L.  Gavant,  MD,  Memphis 
Melvin  L.  Goldin,  MD,  Memphis 
Ralph  C.  Goodman,  MD,  Memphis 
Larry  G.  Graham,  MD,  Kingsport 
Harvey  H.  Grime,  MD,  Lebanon 
Daniel  P.  Labrador  Jr.,  MD,  Chattanooga 
John  L.  Law,  MD,  Knoxville 
Jay  F.  Lewis  II,  MD,  Chattanooga 
James  J.  Madden  Jr.,  MD,  Nashville 


Board  of  Medical  Examiners 


Minutes  - February,  1996 

Name:  Helmut  K.  Harnisch,  MD  (Lewisburg) 

Violation:  Falsified  application  for  national  certification  as  a 
forensic  examiner. 

Action:  License  (which  is  currently  suspended)  continued  on 
suspension  for  an  additional  year;  must  obtain  continuing  medical 
education  in  ethics;  assessed  a civil  penalty  of  $1,000. 

Name:  Harvey  L.  Nissman,  MD  (Virginia  Beach,  VA) 

Violation:  Disciplinary  action  in  Virginia  for  conviction  of  a 
felony  and  subsequent  actions  in  New  York  and  Massachusetts. 
Action:  Per  agreed  order,  license  revoked. 

ACTION  OVERTURNED 

TMA  reported  in  the  September  1993  issue  of  the  Journal 
that  the  BME  had  found  William  D.  Stewart,  MD,  in  violation  of 
the  regulation  against  prescribing  anorectic  drugs.  On  Feb.  1, 
1995,  the  Tennessee  Court  of  Appeals  overturned  this  decision 
and  reversed  the  civil  penalty  of  $ 1 ,000,  since  the  BME  decision 
was  in  error. 
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Special  Communication 


Management  of  Prescribing  With  Emphasis  on 
Addictive  or  Dependence-Producing  Drugs 
Policy  Statement  of  the  Tennessee  State 
Board  of  Medical  Examiners 

The  Tennessee  Board  of  Medical  Examiners  is  charged  by 
the  General  Assembly  to  protect  the  citizens  of  the  State  from 
harmful  physician  management.  A significant  number  of 
physicians  who  are  asked  to  appear  before  the  Board  are  required 
to  do  so  because  of  their  lack  of  information  about  the 
management  and  responsibilities  involved  in  prescribing 
controlled  substances.  Frequently,  the  inadvertent  offender  is  a 
physician  with  a warm  heart  and  a desire  to  relieve  pain  and 
misery,  who  is  always  pressed  for  time  and  finds  himself  or  herself 
prescribing  controlled  drugs  on  demand  over  prolonged  periods 
without  adequate  documentation.  These  are  often  for  chronic 
ailments  such  as  headache,  arthritis,  old  injuries,  chronic 
orthopedic  problems,  backache,  and  anxiety.  (Terminal  cancer 
pain  management  is  not  a consideration  here.)  The  purpose  of 
the  Board  of  Medical  Examiners  in  presenting  the  following 
information  is  to  help  licensed  physicians  in  Tennessee  consider 
and  reevaluate  their  prescribing  practice  of  controlled  substances. 
Practicing  physicians  have  often  mentioned  the  abrupt  education 
they  received  in  their  own  prescribing  patterns.  Moreover,  there 
have  been  many  requests  to  the  Board  from  physicians  requesting 
detailed  information  on  prescribing  in  certain  specific  situations. 

It  is  not  what  you  prescribe,  but  how  well  you  manage  the 
patient’s  care,  and  document  that  care  in  legible  form,  that  is 
important. 

The  prescribing  matters  that  come  before  the  Board  are  almost 
always  related  to  the  prescription  of  controlled  substances.  We 
feel  that  a majority  of  instances  where  physicians  have  been 
disciplined  by  the  Board  for  prescribing  practices  could  have 
been  avoided  completely  if  they  had  followed  the  steps  that  are 
being  outlined  here. 

To  prevent  any  misunderstanding,  it  is  necessary  to  state  what 
the  Board  does  not  have. 

It  does  not  have  a list  of  “bad”  or  “disallowed”  drugs,  except 
in  certain  circumstances,  amphetamines,  amphetamine-like 
substances  and  central  nervous  system  stimulants.  (See,  Board 
of  Medical  Examiner  Rule  0880-2-.14,  a copy  of  which  is 
available  to  you  by  contacting  the  Board’s  administrative  office 
at  615/367-6231.)  All  formulary  drugs,  except  as  previously 
noted,  are  good  if  prescribed  and  administered  when  properly 
indicated.  Conversely,  all  drugs  are  ineffective,  dangerous,  or 
even  lethal  when  used  inappropriately. 

It  does  not  have  some  magic  formula  for  determining  the 
dosage  and  duration  of  administration  for  any  drug.  These  are 
aspects  of  prescribing  that  must  be  determined  within  the  confines 
of  the  individual  clinical  case,  and  continued  under  proper 
monitoring.  What  is  good  for  one  patient  may  be  insufficient  or 


The  above  policy  was  taken  almost  verbatim  from  the  practice  statement  issued  by 
the  Board  of  Medical  Examiners  of  the  State  of  North  Carolina  in  February  of  1991  to 
all  its  licensees.  We  express  our  appreciation  to  them,  and  the  Minnesota  Board  of 
Medical  Examiners  who  originally  distributed  this  information  in  1990,  and  acknowl- 
edge the  authorship  by  those  two  Board  of  this  nine  step  process. 
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fatal  for  another. 

What  the  Board  does  have  is  the  expectation  that  physicians 
will  create  a record  that  shows: 

• Proper  indication  for  the  use  of  drug  or  other  therapy; 

• Monitoring  of  the  patient  where  necessary; 

• The  patient’s  response  to  therapy  based  on  follow-up  visits; 
and 

• A rationale  for  continuing  or  modifying  the  therapy. 

Step  One.  First  and  foremost,  before  you  prescribe  anything, 
start  with  a diagnosis  which  is  supported  by  history  and  physical 
findings,  and  by  the  results  of  any  appropriate  tests.  Too  many 
times  a doctor  is  asked  why  he  or  she  prescribed  a particular 
drug,  and  the  response  is,  “Because  the  patient  has  arthritis.” 
Then  the  doctor  is  asked  “How  did  you  determine  that?”  and  the 
answer  is,  “Because  that’s  what  the  patient  complained  of.” 
Nothing  in  the  record  or  in  the  doctor’s  recollection  supports  the 
diagnosis  except  the  patient’s  assertion.  Do  a workup  sufficient 
to  support  a diagnosis  including  all  necessary  tests. 

Step  Two.  Create  a treatment  plan  which  includes  the  use  of 
appropriate  non-addictive  modalities,  and  make  referrals  to 
appropriate  specialists,  such  as  neurologists,  orthopedists, 
psychiatrists,  etc.  The  results  of  the  referral  should  be  incuded  in 
the  patient’s  chart. 

Step  Three.  Before  beginning  a regimen  of  controlled  drugs, 
make  a determination  through  trial  or  through  a documented 
history  that  non-addictive  modalities  are  not  appropriate  or  they 
do  not  work.  A finding  of  intolerance  or  allergy  to  NSAIDs  is 
one  thing,  but  the  assertion  of  the  patient  that,  “Gosh,  Doc, 
nothing  seems  to  work  like  that  Percodan  stuff!”  is  quite  another. 
Too  many  of  the  doctors  the  Board  has  seen  have  started  a 
treatment  program  with  powerful  controlled  substances  without 
ever  considering  other  forms  of  treatment. 

Step  Four.  Make  sure  you  are  not  dealing  with  a drug-seeking 
patient.  If  you  know  the  patient,  review  the  prescription  records 
in  the  patient’s  chart  and  discuss  the  patient’s  chemical  history 
before  prescribing  a controlled  drug.  If  the  patient  is  new  or 
otherwise  unknown  to  you,  at  a minimum  obtain  an  oral  drug 
history,  and  discuss  chemical  use  and  family  chemical  history 
with  the  patient. 

Step  Five.  It  is  a good  idea  to  obtain  the  informed  consent  of 
the  patient  before  using  a drug  that  has  the  potential  to  cause 
dependency  problems.  Take  the  time  to  explain  the  relative  risks 
and  benefits  of  the  drug  and  record  in  the  chart  the  fact  that  this 
was  done.  When  embarking  on  what  appears  to  be  the  long-term 
use  of  a potentially  addictive  substance,  it  may  be  wise  to  hold  a 
family  conference  and  explain  the  relative  risks  of  dependency 
or  addiction  and  what  that  may  mean  to  the  patient  and  to  the 
patient’s  family.  Refusal  of  the  patient  to  permit  a family 
conference  may  be  significant  information. 

Step  Six.  Maintain  regular  monitoring  of  the  patient,  including 
frequent  physical  monitoring.  If  the  regimen  is  for  a prolonged 
drug  use,  it  is  very  important  to  monitor  the  patient  for  the  root 
condition  which  necessitates  the  drug  and  for  the  side  effects  of 
the  drug  itself.  This  is  true  no  matter  what  type  of  controlled 
substance  is  used  or  what  schedule  it  belongs  to.  Also,  remember 

173 


that  with  certain  conditions,  drug  holidays  are  appropriate.  This 
allows  you  to  check  to  see  whether  the  original  symptoms  recur 
when  the  drug  is  not  given — indicating  a continuing  legitimate 
need  for  the  drug  or  whether  withdrawal  symptoms  occur — 
indicating  drug  dependence. 

Step  Seven.  Make  sure  you  are  in  control  of  the  supply  of  the 
drug.  To  do  this,  at  a minimum  you  must  keep  detailed  records 
of  the  type,  dose,  and  amount  of  the  drug  prescribed.  You  must 
also  monitor,  record,  and  personally  control  all  refills.  Do  not 
authorize  your  office  personnel  to  refill  prescriptions  without 
consulting  you.  One  good  way  to  accomplish  this  is  to  require 
the  patient  to  return  to  obtain  refill  authorization,  at  least  part 
of  the  time.  Records  of  the  cumulative  dosage  and  average  daily 
dosage  are  especially  valuable.  A thumbnail  sketch  of  three 
hypothetical  cases  will  illustrate  our  point  here.  In  the  first  case, 
a physician  prescribes  Tussionex  to  a patient  for  approximately 
five  years  for  a cumulative  dosage  of  nineteen  and  one  half 
gallons.  In  the  second  case,  a physician  prescribes  Tylenol  No.  3 
to  a patient  for  slightly  more  than  a year  at  the  average  daily  rate 
of  30  per  day!  The  third  case  is  very  similar,  except  that  it  was 
Tylenol  No.  4 at  the  rate  of  20  per  day.  Some  quick  observations: 

• No  physician  who  was  aware  of  that  kind  of  prescribing 
would  have  continued  with  it. 

• Few,  if  any,  patients  could  have  been  consuming  that  much 
Tylenol  with  codeine.  In  all  likelihood,  they  were  reselling  it. 

Another  important  part  of  controlling  the  supply  of  drugs  is 
to  check  on  whether  the  patient  is  obtaining  drugs  from  other 
physicians.  Checking  with  pharmacies  and  pharmacy  chains  and 
other  health  care  providers  may  tell  you  whether  a patient  is 
obtaining  extra  drugs  or  the  patient  is  doctor  shopping.  If  you 
are  aware  it  is  occurring,  contact  other  physicians  and  health 
professionals  in  your  area. 

Step  Eight.  Maintaining  regular  contact  with  the  patient’s 
family  is  a valuable  source  of  information  on  the  patient’s 
response  to  the  therapy  regimen,  and  may  be  much  more  accurate 
and  objective  than  feedback  from  the  patient  alone. 

The  family  is  a much  better  source  of  information  on 
behavioral  changes,  especially  dysfunctional  behavior,  than  is 
the  patient.  Dysfunctional  changes  may  be  observable  when  the 
patient  is  taking  the  drug,  or  when  the  drug  is  withdrawn.  These 
changes,  at  either  time,  may  be  a symptom  of  dependency  or 
addiction. 

The  family  is  also  a good  source  of  information  on  whether 
the  patient  is  obtaining  drugs  from  other  sources,  or  is  self- 
medicating  with  other  drugs  or  alcohol. 

Step  Nine.  To  reiterate,  one  of  the  most  frequent  problems 
faced  by  a physician  when  he  or  she  comes  before  the  Board  or 
other  outside  review  bodies  is  inadequate  records.  It  is  entirely 
possible  that  the  doctor  did  everything  correctly  in  managing  a 
case,  but  without  records  which  reflect  all  the  steps  that  went 
into  the  process,  the  job  of  demonstrating  it  to  any  outside 
reviewer  becomes  many  times  more  difficult.  Luckily,  this  is  a 
problem  which  is  solvable. 

Adopted  by  the  Board  of  Medical  Examiners 
on  this  the  19th  day  of  September,  1995. 

Oscar  M.  McCallum,  M.D.,  President 
Tennessee  Board  of  Medical  Examiners 


CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medi- 
cal Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  cer- 
tain CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in  Ten- 
nessee conducting  intrastate  CME  programs.  Any  organization  conducting 
such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical  Asso- 
ciation, PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction 
with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PR  A Category  1 credit  is  provided  for  each  hour  of  participation.  Phy- 
sicians must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 


Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In  some 
cases,  registration  numbers  are  limited. 

May  16-19 
May  23-25 
June  28-29 
July  15-19 
Aug.  8-9 
Aug.  15-16 
Sept.  25-28 
Oct.  18-19 
Nov.  13-16 
Dec.  6-7 


13th  Family  Medicine/Primary  Care  Update 
20th  Sonography  Symposium 
Laryngeal  Video  Endostroboscopy  Workshop 
Contemporary  Clinical  Neurology — Hilton  Head  Isl.,  S.C. 
Endoscopic  Sinus  Surgery  and  Revision  Surgery  Workshop 
1 st  Clinical  Oncology  Symposium 
Pulmonary/Critical  Care  Medicine — Destin,  Fla. 
Laryngeal  Video  Endostroboscopy  Workshop 
2nd  Neonatology  Symposium — Asheville,  N.C. 

22nd  High  Risk  Obstetrics  Seminar 
For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


May  8-12 
June  6-7 
July  22-27 

Aug.  17-22 
Sept.  19-20 


Memphis 

Perinatal  Social  Work 
General  Surgery  Update 

Contemporary  Issues  in  Obstetrics  and  Gynecology — 
Destin,  Fla. 

Pharmacology  of  Thermoregulation 

28th  Conference  on  the  Mother,  Fetus,  and  Newborn 


Knoxville 

May  2-3  12th  Alzheimer’s  Disease  Symposium — Gatlinburg 

May  18  Trauma  Symposium 

May  23  Critically  111  Children:  Journey  of  the  Child  & Family 
June  4-5  Pediatric  Advanced  Life  Support  Provider  Course — 
Gatlinburg 

June  6-8  41st  Smoky  Mountains  Pediatric  Seminar — Gatlinburg 
Oct.  14-16  18th  Obstetric  Office  Ultrasound  Workshop 
Oct.  28-30  16th  Smoky  Mountains  Ob/Gyn  Seminar — Gatlinburg 
Chattanooga 

May  18-19  Practical  Dermatology  in  Primary  Care  Medicine 
June  26-29  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163,  Tel. 
(901)448-5547. 
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Looking  for  More  Balance  in  Your  Life? 


Team  Health  currently  has  Primary  Care  opportunities  for 
IM/FP  physicians  as  well  as  PA's  and  NP’s  in  the  East 
Tennessee  area.  Our  Primary  Care  positions  have  regular  work 
hours  offering  you  the  perfect  balance  between  your  career 
and  your  personal  life. 

Team  Health  combines  only  the  highest  quality  physicians, 
physician  assistants  and  nurse  practitioners  with  an  excellent 
support  staff  of  healthcare  professionals  dedicated  to 
providing  superior  service  in  the  communities  we  serve. 
Our  medical  professionals  enjoy  a wide  selection  of  practice 
situations;  health  insurance;  401K;  paid  vacation  and  sick  days, 
CME  and  paid  holidays. 

For  more  information  about  Primary  Care  opportunities 
with  Team  Health,  please  call  Terri  Hancock  at 

1-800-342-2898 


TEAM 

HEALTH 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a retirement 
plan,  and  the  pride  that  comes  from  serving  your  country. 
Certain  critical  care  specialists  (including  residents)  may 
qualify  for  financial  bonuses  and  flexible  drilling  schedules. 
Call: 

1-800-443-6419 

You  and  the  Naval  Reserve.  Full  Speed  Ahead. 
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PSYCHIATRISTS  NEEDED 

Psychiatrists  sought  to  join  the  South’s  fastest  grow- 
ing temporary/part-time  mental  health  provider  pool. 

COMPETITIVE  FEES 

24-hour,  “PRM”  opportunities  available 
7 days  a week. 

Fax  or  mail  resumes  to: 

Mental  Healthcare  Management  Services,  Inc. 
P.O.  Box  2508 
Brentwood,  TN  37024-2508 
Fax:  (615)  661-4491;  Phone  (800)  572-6213 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physi- 
cians for  four  Regional  Health  Officer  positions,  based  in 
Columbia  and  Blountville.  Salary  in  mid-80s  to  iow-90s. 
Applicants  must  have  an  MD  or  DO  degree  and  post  medi- 
cal education  and  clinical  experience  in  a primary  care 
specialty  totaling  at  least  three  years.  A master’s  degree  in 
public  health  may  be  substituted  for  two  years  of  experi- 
ence. Must  be  licensed  in  Tennessee.  Further  details 
available  from:  Ruth  M.  Hagstrom,  M.D.,  Tennessee  De- 
partment of  Health,  Cordell  Hull  Bldg  - 5th  Floor,  426  5th 
Ave.  N.,  Nashville,  TN  37247-5001.  Phone  (615)  532- 
2431.  TDH  is  an  equal  opportunity,  equal  access,  affirma- 
tive action  employer. 


PRIMARY  CARE  TENNESSEE 

Suburban  community  of  Nashville  is  seeking  IM  & FP  phy- 
sicians for  exciting  practice  opportunities  offering  excellent 
remuneration  packages. 

EMERGENCY  MEDICINE — 

TENNESSEE,  ARKANSAS  & FLORIDA 

NASHVILLE,  TN— 14,000  ED— 12-hour  shifts— $90  an 
hour.  Need  to  be  BE/BC  in  primary  care  specialty  with 
minimum  of  2,000  hours  EM  experience. 

FORREST  CITY,  AR — 14,000  volume  ED — 12  or  24  hour 
shifts — Generous  remuneration  package.  Need  to  be  BC/ 
BE  in  a primary  care  specialty  with  a minimum  of  2,000 
hours  EM  experience. 


FT.  LAUDERDALE,  FL 
CLEWISTON,  FL 
BELLE  GLADE,  FL 
SEBRING,  FL 


All  offering  very  generous  remu- 
neration packages  and  all  of  the 
amenities  of  a Florida  lifestyle. 
Need  to  be  BC/BE  in  a primary 
care  specialty  with  minimum  of 
2,000  hours  EM  experience. 


FOR  MORE  INFORMATION  CONTACT: 

DAVE  MCLEOD 

EMERGENCY  CARE  SPECIALISTS 

1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 

NORTH  MIAMI  BEACH,  FL  33179 

PHONE:  800-372-2600;  FAX:  305-947-9990 


-PORT 
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FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting  CVs 
from  Family  Practitioners,  Internists,  and  other  Board- 
eligible/Board-certified  physicians.  Guaranteed  salary 
with  excellent  benefits  including  paid  malpractice  insur- 
ance, continuing  education  assistance,  a retirement  pro- 
gram, and  moving  expense  allowance.  Approved  loan  re- 
payment site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services  Con- 
sortium, 3825  Hwy.  66  South,  Rogersvilie,  TN  37857. 
Phone:  (615)  272-9163.  (EOE) 


HIXSON  NASHVILLE  ETOWAH  KINGS 


IVeVe  Got  Tennessee  Coveted! 

Whether  you  live  in  the  nation's  heart  of 
country  music,  enjoy  the  cultural  and 
recreational  pleasures  afforded  by  a major 
metropolitan  area,  or  simply  enjoy  the 
tranquility  of  the  rural  South,  we  have  an 
opportunity  that's  right  for  you. 

Our  contracted  physicians  enjoy  competitive 
compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 


If  Tennessee  is  where  you  want  to  practice, 
we  have  an  opportunity  that  suits  your 
needs.  For  more  information  about 
opportunities  with  Team  Health,  please 
call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-342-2898 

TEAM 

HEALTH 


THINS  U 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 
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Smyrna  McMinnville  knoxvile  maryville  oak  ridge  Winchester 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  Primary  Care  Physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


PEDIATRIC  opportunity  with  a private  group  practice  in  Nash- 
ville. Flexible  schedule  with  5-person  call  group.  Send  CV  to 
Code  PW-101,  Tennessee  Medicine,  PO  Box  120909,  Nashville, 
TN  37212-0909. 


PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Flelvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  cail  Anne  Flelvey,  Director  of  Physician 
Services  (423)  854-5805. 


CHATTANOOGA7CLEVELAND,  TENNESSEE — Immediate  and 
future  opportunities  to  join  a dynamic  physician-owned 
multispecialty  group  in  the  scenic  cities  of  Chattanooga  and 
Cleveland.  Excellent  salary,  benefits,  and  partnership  offered. 
For  more  information  call  Parke  Masterson  at  (800)  405-5995  or 
fax  resume  in  confidence  to  (423)  870-5243. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Flelvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


| MOVING?  Send  Us  Your  Address  j 

Please  notify  us  six  weeks  in  advance. 

j Old  Address  I 

j Name | 

| Address | 

I City/State/Zip | 

I New  Address 

I Address  : 

i City/State/Zip ! 

J Effective  Date  of  New  Address  

| Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909 
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With  a decade  of  serving  TMA  Members’  needs... 
The  TMA  Association  Insurance  Agency,  Inc. 
is  standing  on  solid  ground  and  reaching  new  heights. 


Announcing  our  New 
Comprehensive  Medical  Plan 
Offered  by  CNA®. 

/ Competitive  Rates 
y Flexible  Plan  of  Benefits 
/ Multiple  Deductible  Options 
/ Managed  Care  or  Free  Choice  Options 


■ / > ' . 

i V 


CNA  is  one  of  the  largest  and  most  respected  association  insurance  carriers  with  many  years  of 
nationwide  experience  in  underwriting  group  life,  health,  and  other  group  coverages. 


For  complete  information  and  a proposal,  contact  us  today  at  1-800-347-1109. 

1089  Bailey  Avenue  • Chattanooga,  TN  37404  • 1-800-347-1109  • 423-629-2400  • Fax  423-629-1109 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  iegends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Richard  M.  Pearson,  MD 


President’s  Comments 


A Paradigm  for  Healing 

How  often  recently,  when  dealing  with  some  managed  care  issue,  or  insurance  company,  or 
Medicare,  have  you  said  to  yourself,  "This  problem  is  nonsensical;  this  issue  defies  description; 
I’ve  never  dealt  with  anything  like  this  before”?  The  reason  you  feel  this  way  is  because  nothing 
in  your  medical  training  or  experience  has  prepared  you  to  analyze  such  issues  or  confront  them 
in  a positive  fashion. 

Physicians  are  coping  with  these  problems  in  numerous  ways:  trying  to  educate  themselves 
without  knowing  exactly  what  to  learn,  expressing  frustration  and  anger  without  targeting,  add- 
ing new  staff  without  planning,  forming  groups  without  bonding,  sometimes  quitting  practice 
without  hope.  For  those  hanging  on,  the  frustrations  and  problems  appear  to  grow  almost  daily, 
and  solutions  appear  increasingly  unlikely. 

Imagine  that  you  leave  your  office  one  evening,  with  plans  to  return  to  work  the  next  morn- 
ing. You  leave  your  office  in  the  state  you  want.  The  physical  layout  meets  the  needs  of  your 
patients,  your  staff,  and  yourself.  Your  staff  is  selected,  trained,  and  encouraged  by  you.  You 
have  a good  telephone  system,  and  the  doors  to  your  office  are  accessible  and  open  easily. 

When  you  return  the  next  morning  almost  everything  has  changed.  There  is  a notice  on  your 
door  excluding  all  your  patients  who  belong  to  the  HMO  that  dropped  you  last  week.  Later  the 
HMO  will  want  you  to  copy  all  their  records  and  transfer  them  to  new  “providers,”  all  at  your 
expense.  Just  inside  your  door  is  a turnstile,  where  patients  must  stop  until  their  insurance 
company  has  approved  the  visit.  Further  inside  you  find  that  the  space  for  handling  paperwork 
has  been  greatly  enlarged  and  the  space  for  treating  patients  has  been  contracted.  Various  barri- 
ers have  been  set  up  to  keep  you  from  doing  certain  things  for  certain  patients.  All  the  rules  are 
available  in  stacks  of  manuals  in  the  business  office,  or  you  can  call  long  distance  and  be  put  on 
hold.  The  staff  that  should  help  you  care  for  patients  is  preoccupied  with  getting  tests  and 
treatments  approved.  Representatives  from  three  different  pathology  labs  (each  designated  by  a 
different  carrier)  are  stomping  down  the  halls  demanding  their  specimens,  documentation,  and 
five-digit  ICD-9  codes.  You  no  longer  recognize  your  office.  Both  its  shape  and  its  character 
have  changed. 

Now  the  bad  news.  Your  office  and  mine  aren’t  going  to  return  to  normal  tomorrow.  It’s  only 
going  to  get  worse.  The  stress  will  grow,  and  coping  will  be  ever  more  difficult.  Therefore,  if  we 
are  going  to  continue  caring  for  our  patients,  we  must  simultaneously  care  for  ourselves.  This 
isn’t  a selfish  attitude;  it’s  a healthy  attitude.  How  often  do  you  feel  that  your  ethics  won't  allow 
you  to  close  your  doors,  but  present  economics  and  hassle  won’t  let  you  keep  them  open.  Our 
difficulty  in  confronting  the  present  health  care  chaos  is  not  a personal  or  professional  failure, 
but  a personal  and  professional  crisis.  We  all  must  cope  first  with  our  individual  internal  crisis 
successfully  if  we  are  ever  to  cope  with  the  external  crisis.  We  must  see  ourselves  and  our 
practice  “world"  differently.  Our  vision  must  be  shaped  and  defined  by  what  is  within  us  rather 
than  what  is  without. 

What  is  “without”  is  confusing,  intimidating,  unfair,  unreasonable,  unfeeling.  Our  personal 
and  professional  lives  must  not  become  a reflection  of  the  trouble  that  lies  outside  us,  but  rather 
be  the  source  of  an  inner  light  that  illuminates  our  path,  dismisses  the  shadows,  and  highlights 
what  is  best  about  being  a physician.  We  must  define  ourselves,  not  be  defined  by  others.  We 
must  define  our  profession,  not  allow  it  to  be  divided  and  diminished.  We  must  detine  our 
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future,  not  allow  our  future  to  be  defined  for  us  by  governmental  ignorance  and  corporate 
arrogance  and  greed.  Above  all,  we  must  act  from  within,  not  react  from  without. 

The  pattern  or  model  we  all  have  internally  for  our  personal  and  professional  lives  is  called 
a paradigm.  It  is  our  frame  of  reference.  It  is  the  projection  of  our  thoughts  and  feelings  onto  the 
world  around  us.  All  that  we  encounter  and  accomplish  must  be  accommodated  in  our  para- 
digm. What  happens  when  we  encounter  something,  such  as  our  chaotic  future,  that  won’t  fit 
into  our  paradigm?  We  either  change  the  shape  of  chaos  (we  can’t!)  or  we  change  our  paradigm 
(we  must!). 

Our  current  vision  is  too  narrow,  too  limiting.  We  physicians  tend  to  define  ourselves  as  only  ! 
clinicians,  or  only  business  people,  or  somewhere  between  the  two.  We  feel  more  comfortable 
in  the  clinical  realm  because  therein  lies  our  calling,  our  training,  and  our  experience.  Most  of 
us  lack  formal  business  training  or  extensive  business  experience.  Most  don’t  work  daily  with 
budgets,  projections,  finance,  personnel  management,  or  operations.  We  fret  over  our  limits.  We 
forget  that  our  lives,  like  our  universe,  have  more  than  two  dimensions.  On  the  inside  we  are 
real  people,  not  just  clinical  or  business  entities. 

Most  of  us  studied  Euclidean  geometry:  points,  lines,  planes,  spheres — we  understand  this. 
Most  of  us  did  not  study  the  new  geometry  of  fractals,  mathematical  building  blocks  that  can  be 
infinitely  manipulated  to  create  new  shapes  for  computer  modeling,  advanced  mathematics, 
graphics,  and  imaging.  Fractals,  unlike  points  and  lines,  can  neither  be  understood  nor  accom- 
modated in  Euclidean  geometry.  Our  fractal  future  cannot  be  understood  or  accommodated  by 
our  past  traditional  paradigm.  We  have  to  have  a new  vision,  a new  paradigm.  That  new  para- 
digm must  be  shaped  from  within  by  personal  and  professional  development. 

Your  new  paradigm  must  allow  you  to  be  a whole  person  again.  It  must  allow  you  to  enjoy 
living  and  giving  while  empowering  you  to  cope  effectively  with  your  personal  and  profes- 
sional stress.  It  must  accompany  you  into  the  organizations  you  deal  with  daily.  It  must  embolden 
and  empower  you  to  change  those  organizations  so  that  the  right  things  are  easy  to  do,  so  that 
you  receive  formal  training  to  learn  and  grow,  so  that  your  needs  are  met,  so  that  your  potential 
is  realized. 

How  to  build  it?  It  will  take  a lifetime.  Start  today  with  yourself,  your  family.  Meet  your 
needs  and  theirs.  Renew  your  spirit.  Enrich  your  life  with  information,  guidance,  and  support. 
Extend  it  to  your  professional  life.  Maintain  and  renew  your  values  and  ethics.  Talk  and  work 
and  empathize  with  your  colleagues.  Support  your  professional  associations  with  your  time  and 
efforts  while  leaning  on  their  strengths.  Expand  the  process  to  your  community.  Do  good.  Make 
a difference. 

Now,  more  than  ever,  “Physician,  heal  thyself.”G 


HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review  Committee  assists  doctors 
who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional  illness,  or  both, 
including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise  in  these  areas, 
some  from  personal  experience.  Effective  treatment  for  these  illnesses  is  achieved  most  easily  when 
the  disease  or  illness  is  detected  early.  The  Committee  urges  family,  friends,  and  associates  to  avoid 
misguided  sympathy  which  enables  a physician’s  impaired  condition  to  deteriorate. 

Call  the  TMF  Impaired  Physician  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone  mes- 
sage service  available  around  the  clock. 
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Editorials 


John  B.  Thomison,  MD 


Tennessee  Bicentennial 


According  to  my  best  information  at  this  point,  June  1 is  Tennessee  Statehood  Day,  the  date 
being  the  one  on  which  in  1796  Tennessee  became  the  16th  state  in  the  Union.  This  event  is 
memorialized  forever,  or  at  least  forever  figuratively  speaking,  by  the  three  stars  that  grace  our 
state  flag,  which  signify  that  Tennessee  became  the  third  state  to  be  added  to  the  original  13,  and 
not  that  Tennessee  is  in  reality  three  states,  as  popular  myth  would  have  it,  even  though  we 
sometimes  act  as  if  we  are.  I guess  it  is  fitting  and  proper  that  we  make  mention  of  that  celebra- 
tion in  the  June  1996  issue  of  this  publication,  as  in  so  doing  the  Journal  joins  the  other  cel- 
ebrants of  the  occasion. 

Having  become  weary  of  birthdays,  I have  to  confess  to  being  a bit  blase  about  all  such 
celebrations,  individual  or  corporate,  and  I gather  that  such  an  attitude  is  not  uncommon.  The 
Centennial  celebration  of  our  statehood,  which  left  Nashville  with  the  Centennial  Park  and  the 
Parthenon,  nearly  didn’t  get  off  the  ground,  and  actually  was  a year  late  happening.  The  current 
one  started  out  with  big  plans  nearly  ten  years  ago,  from  which  it  continued  dwindling,  suffer- 
ing from  a lot  of  political  wrangling.  Its  legacy  will  be  the  Bicentennial  Mall,  which  unlike  its 
predecessor,  just  might  be  finished  by  Statehood  Day  this  year. 

Everything  has  to  start  somewhere,  and  by  custom  in  this  country  states  quite  naturally  look 
to  their  statehood  day  as  the  very  beginning,  even  though  in  actuality  it  may  not  be  that  at  all.  It 
is,  one  must  admit,  a very  good  place  to  start,  as  the  very  very  beginning  is  shrouded  in  the  dim, 
dark,  or  at  least  foggy,  distant  past,  before  the  coming  of  the  Indian.  I have  to  digress  a moment 
to  discuss  the  penchant  for  referring  to  the  Indian  these  days  as  a Native  American.  He’s  no  such 
thing,  despite  his  having  gotten  here  first.  This  hemisphere  was  devoid  of  human  inhabitants  for 
eons  before  some  intrepid  bands  from  Mongolia  traversed  the  Bering  Straits  perhaps  40,000  or 
so  years  ago  during  the  last  ice  age.  The  Indian  is  no  more  native  American  than  he  is  Indian,  so- 
called  because  Columbus  thought  India  was  where  he  had  landed.  But  Indian  has  priority  of 
usage,  and  I’m  sticking  with  it.  Next  in  line  came  the  Spanish  conquistador  Hernando  De  Soto 
and  his  band,  the  first  Europeans,  and  I should  guess  non-Indians,  to  wander  about  what  is  now 
Tennessee.  One  could  start  with  that  year,  which  was  1541,  and  be  a couple  of  hundred  of  years 
older.  I’m  not  pushing  it,  understand.  Just  mentioning  it. 

Both  France  and  England  claimed  parts  of  the  territory  during  the  17th  and  18th  centuries, 
but  in  1763  the  French  relinquished  all  claims  to  lands  east  of  the  Mississippi.  This  stimulated 
the  English  settlers  to  establish  permanent  European  settlements.  A lot  of  folks,  in  East  Tennes- 
see, especially,  think  John  Sevier  and  James  Robertson  blew  it  in  not  seceding  from  North 
Carolina  when  under  their  leadership  the  settlers  in  a few  isolated  centers  organized  themselves 
in  1772  into  the  Watauga  Association  for  protection  and  administration  of  justice,  since  North 
Carolina  was  doing  neither.  But  the  American  Revolution  started  in  a few  years,  and  in  charac- 
teristic form  the  Tennesseans-to-be,  led  by  Sevier  and  Isaac  Shelby,  Robertson  having  gone 
West  in  1799  to  found  Nashville,  saved  the  new  nation  at  the  Battle  of  King’s  Mountain  in 
October  1780,  by  preventing  the  uniting  of  two  British  forces,  and  thereby  forcing  the  surrender 
of  General  Cornwallis  at  Yorktown. 

Then  there  was  the  lost  State  of  Franklin.  Following  the  Revolution  there  were  numerous 
skirmishes  with  the  Cherokee  Indians  for  control  of  the  territory.  The  State  ol  Franklin  was 
formed  in  1784  in  eastern  Tennessee  out  of  land  ceded  by  North  Carolina  to  the  lederal  govern- 
ment, but  North  Carolina  refused  to  recognize  the  new  state,  and  John  Sevier,  Franklin’s  gover- 
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nor,  was  arrested  in  1788,  and  the  new  state  collapsed.  North  Carolina  again  ceded  its  western 
territory  to  the  United  States  in  1789,  and  in  1790  President  Washington  commissioned  William 
Blount  governor  of  all  U.S.  territory  south  of  the  Ohio  River.  On  June  1,  1796,  Tennessee  became 
the  16th  state,  with  Sevier  as  its  first  governor.  While  this  may  not,  then,  be  the  very  very  begin- 
ning, it  is  the  next  best  thing,  and  is  what  was  chosen  around  1 890  to  be  the  object  of  celebration. 

And  so  it  is  that  1996  is  the  Bicentennial  Year,  and  the  day  is  June  1 . Hip-hip  Hooray,  and 
Whoopee. 


Hello,  Choir!  Are  You  Listening? 

How  shall  they  believe  on  Him  of  whom  they  have  not  heard. 

And  how  shall  they  hear  without  a preacher?  . . . 

And  1 said.  Here  am  I;  send  me. 

The  Holy  Bible,  Isaiah 

If  it  ain’t  broke,  don’t  fix  it. 

Aphorism  (I  think) 

Once  when  I was  younger  and  knew  less  than  I do  now  but  thought  I knew  a whole  lot  more, 
I berated  our  preacher  for  preaching  platitudes.  “After  all,”  I said,  “Everybody  that’s  here  al- 
ready knows  all  that.  You’re  just  preaching  to  the  choir.  Tell  us  instead  something  we  don’t 
already  know,”  I said,  or  words  less  harsh  but  to  that  effect.  His  response  was,  “How  do  you 
know  only  the  choir  is  here?  And  how  do  you  know  everyone  in  the  choir  knows  all  that?  One 
never  knows  who  may  be  listening.”  I was  unconvinced  by  the  now-obvious  wisdom  of  his 
words.  Here’s  a man,  I thought,  who  has  a message  he  just  has  to  deliver.  And  so  he  does.  It  was 
not  until  I started  writing  editorials  that  I began  to  appreciate  how  preachers  must  feel  about  the 
timeliness,  even  timelessness,  of  their  messages,  and  how  correct  he  was  to  deliver  the  one  he 
was  given,  despite  my  criticism,  which  didn’t  mean,  as  it  shouldn’t  have  meant,  much  to  him. 

No  question  about  it.  Things  are  radically  wrong  with  the  way  things  are  going  these  days. 
The  corollary  to  the  aphorism  quoted  above  is  that  if  things  are  broke,  fix  ’em!  As  I began 
reading  through  Dr.  Pearson’s  message  in  this  issue,  I thought,  “Aha!  That’s  the  ticket.”  And 
then  I began  to  get  the  old  “been  there,  done  that”  feeling — a sense  of  frustration  in  knowing 
what  he  was  getting  at  without  having  a clue  as  to  how  he  expected  his  readers  to  go  about 
getting  there.  Exhortations  are  great  for  building  enthusiasm,  but  without  directions,  frustration 
soon  sets  in.  Like  the  Bible  itself,  which  contains  one  exhortation  after  another,  preachers  of  the 
Gospel  at  least  have  the  edge  of  empowerment  by  God’s  Holy  Spirit  to  accomplish  their  ends, 
both  within  themselves  and  for  their  hearers.  Dr.  Pearson  kept  me  hanging  there  in  suspense  in 
the  best  editorial  tradition  until  the  bitter  end,  when  he  tossed  out  the  bone:  Stick  together!  Join 
your  professional  associations!  Get  active! 

Nice  going,  Richard.  But  how?  And  anyhow,  nearly  everybody  who  would  be  reading  this 
almost  certainly  is  in  the  choir,  so  to  speak.  I still  had  that  old  feeling  of  being  a bit  at  loose  ends, 
just  sort  of  still  hanging  there,  when  what  to  my  wondering  eyes  should  appear  but  an  article  on 
capitation  by  Mo  Kirtane,  a nuts  and  bolts  type  do-it-yourselfer  with  explicit  instructions  for 
adjusting  your  paradigm  to  cope  with  the  current  changes  in  the  practice  climate.  “What  a 
matchup!”  I thought.  First,  Dr.  Pearson’s  President’s  Comments,  then  the  editorial  that  I would 
write  calling  your  attention  to  that  winning  combination,  and  then  the  nuts  and  bolts  article  and, 
Voilal  The  Journal  is  made,  all  handed  to  me  for  you  on  a silver  salver.  It  may  not  be  the  whole 
cloth,  but  it  sure  makes  for  a good  start. 

But  don’t  stop  with  reading  about  it.  To  carry  the  analogy  of  the  Christian  Gospel  one  step 
further,  the  Good  Book  says,  “Be  ye  doers  of  the  Word,  and  not  hearers  only.”  ’Nuff  said! 
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Some  Happy  Thoughts 

The  year’s  at  the  spring,  the  day’s  at  the  morn; 

Morning’s  at  seven;  the  hillside’s  dew-pearled; 

The  lark's  on  the  wing;  the  snail’s  on  the  thorn; 

God’s  in  His  Heaven — all’s  right  with  the  world! 

Robert  Browning 
from  “Pippa  Passes” 

I put  together  the  first  edition  of  this  piece  back  shortly  after  the  first  of  the  year,  when  it 
would  have  wound  up  in  the  April  issue  of  the  Journal.  (Please  note  that  even  though  Tennessee 
Medicine  is  now  the  official  name  of  this  publication,  I have  here  referred  to  it,  as  I shall  con- 
tinue to,  as  the  Journal , as  well  as  its  abbreviation  JTMA , both  of  which  are  still  appropriate.) 
Having  lately  written  a few  scathing  pieces,  aimed  at  a variety  of  targets  in  the  area  of  controlled 
medical  practice,  I was  casting  about  for  some  more  pleasant  things  to  deliver  myself  of,  but  try 
as  I might,  the  bile  kept  on  Bowing.  It  was  not  helped  by  the  January  weather,  which  was 
dreadful.  When  I started  writing  this  piece  the  first  time  the  sun  was  shining  brightly,  the  tem- 
perature outside  was  not  too  low,  and  I had  just  come  inside  from  the  exhilarating  two-mile 
walk  that  I take  on  most  days.  It  brought  to  mind  the  little  ditty  that  opens  this  piece  as  entirely 
appropriate  to  the  occasion.  Despite  its  being  the  dead  of  winter,  it  somehow  seemed  neverthe- 
less full  of  life.  As  the  weather  soured  later  on  during  the  day,  though,  and  the  dead  again  set  in. 
so  did  my  mood,  and  I gave  the  whole  thing  up  as  a bad  job. 

It  was  not  helped,  either,  by  the  newspapers,  which  just  wanted  to  talk  that  day  about  such 
things  as  the  Houston  Oilers  and  how  the  banks  were  picking  up  $10M  or  so  of  unsold  seats,  a 
woman  jumping  off  the  L&C  Tower,  and  Vanderbilt  getting  sued.  Big  front  page  picture  of  a 
great  big  once  solid  looking  building  with  the  window-lights  blown  out,  all  done  up  in  plastic 
against  the  weather . . . IRA  at  it  again  in  London.  Big  picture  of  man  looking  upward  toward 
top  of  L&C  Tower,  where  the  action  had  been,  with  squad  car  in  foreground,  where  the  action 
now  was.  Then  Section  D fell  out.  There  spread  out  (likely  you  will  think  that  application  of  the 
term  uncouth.  So  OK;  go  ahead  and  think  that).  Anyhow,  there  spread  out  over  its  front  page 
was  what  I’m  sure  was  meant  to  be  a sexy  photo  of  an  attractive  country-pop  singer  who  was 
there  because  she  had  finally  made  the  charts — deservedly.  I’m  sure.  My  mother,  and  likely 
some  of  my  contemporaries— female  ones,  at  least — would  doubtless  have  thought  it  (the  photo, 
not  her  making  the  charts)  uncouth.  I thought  it  was  just  tacky.  I mean  ...  a long  stretch  of 
shapely  lower  extremity  (anatomically,  the  leg  extends  from  the  knee  to  the  ankle.  This  was 
more  than  that — considerably  more)  protruding  from  a partly  unbuttoned  long  skirt,  to  around 
mid-thigh,  and  shod  in  . . . brogans,  yet?  (Anyway,  pianos  have  legs;  women  and  girls 
have  . . . shhhhhh!  . . . limbs.)  That  probably  calls  for  another  definition,  which  the  feminists 
for  some  reason  seem  to  dislike.  Women  are  female  human  beings  older,  sometimes  consider- 
ably, depending  on  how  they  look,  than  you  are.  The  rest  of  the  female  human  beings  are  girls. 
None  of  them  are  females,  since  female  is  an  adjective,  not  a noun.  Contrariwise,  despite  persis- 
tent misusage  by  the  media,  woman  is  a noun,  and  not  an  adjective.  But  back  to  the  brogans.  Not 
much  happy  help  there.  In  fact,  none  at  all.  To  make  matters  worse,  an  ink  blob  obscured  the 
girl’s  (cf.  above)  mouth  and  chin.  Fortunately,  a small  closeup  of  her  face  at  the  top  of  page  one 
showed  me  that  Linda  (for  that  was  her  name)  is  indeed  a looker  (a  less  than  literate  term  that 
nonetheless  is  in  the  dictionary:  Slang).  In  any  case,  that  was  not  enough  to  engender  much 
happy  writing.  Entertaining,  maybe,  but  not  happy. 

I was  at  that  time  looking  with  some  anticipation  toward  my  retirement  from  the  practice  of 
medicine.  The  second  time  I tried  out  this  piece,  retirement  had  come  closer  upon  me.  Retire- 
ment, I thought.  Now  there’s  a real  plus.  Happy  copy,  here  I come.  But.  1 thought,  if  you  want 
this  to  stay  happy,  don’t  try  to  explain  the  reasons  for  the  anticipated  joi  de  vivre  and  the  present 
lack  of  it.  (I  was  about  to  say  “expected,”  but  as  George  Burns  observed  when  he  was  actually 
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even  younger  than  I am  now,  he  didn’t  even  buy  green  bananas.  So  to  say  I expect  it  would  only 
be  tempting  fate.)  (A  late  Bulletin:  George  Burns  has  since  died.)  So  I was  anticipating  the 
enjoyment.  I think  I took  care  of  the  reasons  for  its  present  absence  in  an  editorial  that  I wrote 
a few  months  back,  which  was  actually  what  precipitated  the  urge  for  happy  copy.  No  more 
having  to  kowtow  to  whimsical  corporate  micromismanagement. 

So  now,  in  my  third  attempt,  the  year  is  at  the  spring,  as  the  poet  said,  but  the  hillside  is  not  ■ 
dew-pearled,  and  so  on.  Another  oft-quoted  aphorism  is  that  getting  there  is  better  than  being 
there.  I don’t  necessarily  hold  with  that,  since  these  days  the  actual  travel  is  usually  itself  noth- 
ing to  write  home  about,  unless  it  is  to  be  covered  amply  by  expletives.  This  year,  getting  to 
spring,  than  which  in  most  years  there  is  nothing  lovelier  here  in  Tennessee,  was  a tribulation,  . 
and  a late,  prolonged,  pre-spring  deep-freeze  took  care  of  being  there.  It  is  all  brown,  with  a 
little  green  grass  stuck  around.  God  is  doubtless  in  His  Heaven,  but  His  world  looks  a little  the 
worse  for  winter  wear  and  tear. 

As  for  being  in  retirement,  I recognize,  from  having  observed  my  retired  peers,  that  not 
everything  is  peaches  and  cream  there,  either,  though  at  the  moment  I’m  not  sure  what  will  be 
missing  except  for  the  daily  association  with  my  friends,  which  of  course  is  a lot.  But  my 
feelings  of  deprivation  antedated  my  retirement,  starting  as  it  did  at  the  time  our  operation  was 
moved  something  over  a year  ago  out  of  our  comfortable,  charming,  homey  old  quarters  into 
new,  less  hospitable  ones.  The  work,  which  I used  to  enjoy,  has  become  wearing  and  consider- 
ably less  than  enchanting.  In  short,  drudgery.  I decided  that  at  my  age  I didn’t  have  to  put  up 
with  it,  and  so  I wouldn’t. 

And  thus,  my  retirement  from  the  practice  of  Pathology  has  now  set  in.  On  the  other  hand, 
my  retirement  from  editorship  of  the  Journal  has  not,  nor  is  it  anticipated. 

Yesterday’s  Easter  sermon  was  entitled,  “Angel  on  the  Stone,  Soldiers  on  the  Ground,”  refer- 
ring to  the  empty  tomb,  with  an  angel  sitting  on  the  stone  that  had  sealed  it,  and  the  Roman 
guards  lying  prostrate  before  it  “as  dead  men.”  I was  reminded  that  though  externals  are  impor- 
tant, some  more  burdensome  and  some  more  joyous  than  others,  we  assign  a lot  more  to  all  of 
them  than  they  deserve. 

I was  reminded  also  that  God  is  indeed  still  in  His  Heaven.  Whether  or  not  all  seems  right 
with  the  world  is  our  choice.  If  you  decide  there  are  things  in  it  that  need  fixing,  maybe  He  is 
looking  to  you  to  work  at  it,  since  ours  are  the  only  hands  He  has.O 


BALLARD  LECTURESHIP  FUND  ESTABLISHED 

At  the  April  3 meeting  of  the  Board  of  Directors  of  the  Tennessee  Alliance  for  Continuing  Medical 
Education  (TACME),  the  Board  voted  to  establish  the  “Thomas  K.  Ballard,  M.D.  Lectureship  Fund” 
in  honor  of  Thomas  K.  Ballard,  M.D.,  Jackson,  for  his  many  years  of  support  of  CME  in  Tennessee. 
Funds  received  will  be  used  to  financially  support  the  keynote  speaker  at  the  TACME’s  Annual  Con- 
ference on  CME.  Dr.  Ballard  originally  suggested  the  development  of  the  Annual  Conference  on 
CME  which  began  in  1991,  and  which  presently  continues  under  the  direction  of  the  TACME. 

Dr.  Ballard  is  a past  president  of  the  Tennessee  Academy  of  Family  Physicians  and  received  the 
TAFP’s  “Family  Physician  of  the  Year  Award”  in  1 975.  He  is  also  a past  president  of  the  Tennessee 
Medical  Association,  and  received  the  TMA’s  “Outstanding  Physician  of  the  Year  Award”  in  1987. 
He  was  honored  by  the  TM  A at  the  First  Annual  Conference  on  CME  in  1991  for  his  CME  efforts. 

The  TACME  was  founded  in  January  1993  to  continually  improve  the  quality  and  effectiveness  of 
CME  programs  and  systems  in  Tennessee  for  the  purpose  of  enabling  practicing  physicians  to  con- 
tinually improve  the  quality  and  effectiveness  of  patient  care. 

Donations  are  now  being  accepted.  Your  check  should  be  made  to  the  Tennessee  Alliance  for 
Continuing  Medical  Education,  with  a notation  on  your  check  that  it  is  a donation  to  the  “Thomas  K. 
Ballard,  M.D.  Lectureship  Fund.”  Checks  can  be  mailed  c/o  the  TAFP,  7003  Chadwick  Drive,  Suite 
253,  Brentwood,  TN  37027.  The  TAFP  will  forward  your  check  to  the  TACME. 
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Practicing  Medicine 


Managed  Care: 

Are  Restrictive  Provider  Panels 
Out  and  Capitation  In? 


Mo  Kirtane 


Last  year  Kaiser  Permanente,  the  granddaddy  of  all  HMOs, 
announced  its  new  policy  to  begin  contracting  with  non-Kai- 
ser physicians  and  hospitals.  Kaiser,  a staff  model  HMO,  had 
relied  exclusively  on  its  staff  physicians  and  its  own  hospi- 
tals and  clinics  to  deliver  care  to  its  enrollees.  Kaiser  plans 
were  mired  in  stalled  growth  since  late  1980s.  David 
Lawrence,  MD,  Kaiser’s  CEO,  had  candidly  admitted  that 
“Product  innovation  isn’t  our  game.  We  aren’t  product  ma- 
vens.  But  in  recent  years  there  has  been  a steady  drumbeat  of 
companies  telling  us  that  they  won’t  offer  Kaiser  to  their 
employees  or  that  they  are  dropping  us  because  Kaiser  re- 
stricts employees  to  Kaiser  doctors  and  facilities.” 

As  the  physician  community  is  painfully  aware,  initial 
development  of  managed  care  plans  was  characterized  by 
insurer  channeling  of  patients  to  low-cost  physicians  and 
hospitals,  heavy-handed  utilization  management,  and 
deselection/lockout  of  physicians.  Many  physicians  overre- 
acted to  this  perceived  threat  by  selling  their  practices  to  hos- 
pitals and  practice  management  companies.  Others  organized 
themselves  by  forming  IPAs  or  joining  group  practices  think- 
ing that  there  was  safety  in  larger  numbers.  The  health  care 
marketplace  was  in  a state  of  flux  trying  to  react  to  the  new 
market  forces.  In  the  early  1990s  two  market  forces  began  to 
have  a dominant  impact. 

• Narrow  provider  panels  were  restrictive  and  consumers 
were  increasingly  unhappy  about  lack  of  choice  in  selection 
of  physicians  and  hospitals. 

• Concept  of  capitation  allowed  insurers  to  transfer  risk 
to  physicians  and  give  them  incentive  to  control  utilization 
without  stifling  utilization  review.  Some  west  coast  IPAs 
achieved  utilization  levels  comparable  to  those  found  in 
closely  managed  groups  (Fig.  1 ). 

Major  health  plans  in  California  were  quick  to  adjust  to 
the  dynamics  of  the  marketplace  and  began  to  offer  plans 
with  broader  provider  panels.  Fig.  2 displays  ratios  of  physi- 


Mr. Kirtane,  a former  senior  executive  at  St.  Thomas  Hospital, 
Nashville,  is  president  of  Franklin  Healthcare  Consulting  of 
Franklin,  Tenn. 


cians  per  10,000  enrollees  for  some  large  health  plans  in 
California.  There  was  a substantial  broadening  of  physician 
panels  from  1989  to  1994.  In  Sacramento  some  plans  have 
as  high  as  86%  of  the  available  primary  care  physicians  in 
the  area  included  in  the  panel. 

What  are  the  implications  of  these  developments  for  Ten- 
nessee physicians?  Does  it  now  mean  that  physicians  no 
longer  have  to  worry  about  losing  access  to  patients?  Of 
course  not.  The  threat  of  getting  locked  out  has  perhaps  di- 
minished if  these  developments  hold.  With  the  oversupply  of 
physicians  in  most  urban  markets,  however,  health  plans  can 
offer  adequate  access  to  enrollees  without  having  to  include 
all  “willing  providers.” 

As  pointed  out  earlier,  health  care  plans  have  accomplished 
their  cost  management  objectives  by  realigning  financial  in- 
centives of  physicians  through  capitated  arrangements.  Phy- 
sicians will  need  to  worry  about  managing  their  costs  as  op- 
posed to  managing  revenues  if  they  want  to  stay  in  business. 


FIGURE  1 

Inpatient  Utilization  in  California 
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Source:  Advisory  Board,  Washington,  D.C. 
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It  is  my  observation  that  Tennessee  physicians  are  woefully 
unprepared  to  manage  their  practices  under  capitated  arrange- 
ments, which  is  understandable  since  most  of  managed  care 
in  Tennessee  so  far  involves  discounted  fee-for-service  PPOs. 
Whether  or  not  physicians  agree  with  the  concept  of  capita- 
tion, it  is  in  their  best  interest  to  prepare  themselves  for  it. 
Now  is  the  time  to  size  up  your  practice  and  at  least  identify 
the  deficits  and  develop  a plan  of  action  to  address  them.  At 
present  very  few  practices  rely  on  capitated  revenues  to  any 
significant  degree,  and  can  afford  to  make  a few  mistakes  to 
gain  experience  in  taking  care  of  capitation-covered  lives. 
Following  are  suggestions  that  can  be  used  as  a checklist  to 
assess  your  readiness  to  accept  capitation. 

• Do  you  know  utilization  rates  for  your  current  patients 
by  CPT  code,  age,  sex,  payor,  etc.?  It  is  essential  that  you 
have  a state-of-the-art  computer  system,  because  in  the  arena 
of  capitation,  information  is  money.  In  fee-for-service  medi- 
cine, all  you  needed  was  a good  billing  and  collection  sys- 
tem. Remember  that  in  a capitated  system,  there  is  neither 
billing  nor  collection  other  than  per  visit  co-payment!  A good 
computer  system  should  minimally  have  the  following  features. 

y It  must  be  flexible  enough  to  allow  capture  of  information 
on  user  defined  data  elements.  For  example,  you  may  want 
to  track  information  on  employers  of  your  patients,  which 
may  not  be  a standard  data  element  your  system  retains. 

/ It  should  provide  for  tracking  of  costs  by  CPT  code. 

y The  most  important  feature  is  its  capabilities  as  a deci- 
sion support  system.  It  must  allow  manipulation  of  data  ele- 
ments and  formatting  of  reports  through  a user-friendly  flex- 
ible report  writer.  In  plain  English,  it  means  that  you  should 
be  able  to  generate  special  reports  based  on  your  needs.  For 
example,  if  a health  care  plan  wants  to  offer  separate  capita- 
tion rates  for  various  age  groups,  you  should  be  able  to  ana- 
lyze your  practice  experience  by  age  cohorts  to  determine 
your  current  collections  and  costs  in  order  to  know  if  the  rate 
offered  is  acceptable  to  you. 


FIGURE  2 

Ratio  of  MDs  per  10,000  Enrollees 


Health  Net  CA  Care  FHP  Foundation 


Health  Care  Plans  in  California 

Source:  National  Directory  of  HMOs,  Advisory  Board 


• Your  mindset  must  change  from  managing  revenue  to 
managing  costs.  After  this  shift  occurs,  it  will  be  easier  lor 
you  to  focus  on  costs,  and  realize  that  it  is  possible  to  make 
money  under  capitation  by  squeezing  out  unnecessary  costs  I 
and  improving  the  effectiveness  of  your  practice. 

• You  must  know  your  current  costs,  charges,  and  codec- 
tions  by  CPT  code  to  be  able  to  accept  or  reject  a capitation  ! 
offer  from  a health  care  plan.  If  your  current  computer  sys-  | 
tern  does  not  readily  provide  this  information,  it  would  be  \ 
worth  the  effort  and  money  to  generate  this  information  on  a 
one-time  basis.  It  will  allow  you  to  develop  a threshold  for  a 
minimum  capitation  offer  by  matching  your  collection  rates 
with  the  historical  utilization  rates  for  potential  enrollees  that 
the  insurer  can  provide  you. 

• In  a capitated  arrangement,  a risk  pool  is  set  up  by  the 
hospital  and  the  physician  group  that  is  funded  by  the  “with- 
holds” from  the  reimbursement  for  inpatient  care.  Based  on 
the  performance  of  the  hospital  and  physicians  in  meeting 
the  target  inpatient  utilization  rates,  money  remaining  in  the 
risk  pool  at  the  end  of  the  year  is  split  50:50  between  the 
hospital  and  physicians.  This  payment  to  physicians  can  be-  I 
come  substantial  as  the  number  of  covered  lives  under  con-  i 
tract  increases.  Is  the  hospital  of  your  choice  aggressive  in 
managing  costs?  A hospital  that  can  better  support  you  in 
your  efforts  to  reduce  length  of  stay  and  utilization  of  aneil- 
lary  services  will  be  a superior  economic  partner.  What  are 
you  doing  to  strengthen  your  relationship  with  such  a hospi- 
tal? Conversely,  are  you  active  and  aggressive  enough  in  lead- 
ing/participating in  the  hospital-sponsored  initiatives  to  re- 
duce the  cost  of  care? 

• The  Hip  side  of  the  effect  of  the  broadening  of  physi- 
cian panels  is  that  the  patient  has  a wider  choice,  and  can 
“deselect”  you  instead  of  the  health  care  plan!  You  will  keep 
the  business  (and  generate  new  business)  the  old  fashioned 
way:  by  earning  it  through  providing  patients  reasonable  ac- 
cess, delivering  quality  care,  and  maintaining  patient  satis- 
faction. To  that  end,  are  you  measuring  patient  satisfaction  in 
your  office  practice,  and  tracking  the  lime  between  the 
patient’s  phone  call  for  an  appointment  and  the  actual  date  of 
the  appointment,  to  ensure  reasonable  access? 

In  summary,  it  is  important  for  Tennessee  physicians  to 
understand  that  health  care  plans  were  able  to  open  up  pro- 
vider panels  and  eliminate  stringent  utilization  review  by  cre- 
ating an  incentive  plan  for  physicians,  i.e.,  capitation.  Be- 
cause of  the  success  of  the  concept,  it  will  no  doubt  spread  to 
other  parts  of  the  country  over  time.  It  is  crucial  that  physi- 
cians “tune  up”  their  practices  to  accept  capitation,  and  that 
they  do  so  now,  when  capitation  is  not  much  of  a force  to 
reckon  with  in  Tennessee.  This  would  be  a good  opportunity 
to  be  in  the  driver’s  seat  and  proactively  manage  the  change 
instead  of  reacting  to  it.  It  might  even  be  fun  not  to  be  on 
your  heels  for  a change  !□ 
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House  of  Delegates  Proceedings 


Abstract  of  the  Proceedings  of  the 
House  of  Delegates  of  the 
Tennessee  Medical  Association, 
Knoxville,  Tennessee,  April  11-14,  1996 


Call  to  Order 

The  161st  Annual  Meeting  of  the  Tennessee  Medical  Associa- 
tion was  conducted  in  Knoxville,  Tennessee,  April  11-14,  1996, 
with  headquarters  in  the  Hyatt  Regency  Hotel.  The  House  of  Del- 
egates met  initially  at  2:00  PM,  April  11,  1996,  with  Thurman  L. 
Pedigo,  MD,  Nashville,  presiding  as  speaker  of  the  House. 

Invocation 

At  the  opening  session,  Thomas  K.  Ballard,  MD,  Jackson,  gave  the 
invocation:  “Our  Dear  Heavenly  Father,  As  we  open  our  161st  Annual 
Meeting  of  the  Tennessee  Medical  Association,  we  are  here  to  carry 
out  the  business  of  our  Association  to  the  best  of  our  ability.  We  ask 
thy  blessings  on  this  assembly — that  we  may  be  filled  with  knowledge 
and  understanding  to  enable  us  to  belter  care  for  the  reason  that  we 
exist,  that  is  our  patients.  Help  us  to  be  ever  mindful  that  only  we  as 
physicians  are  true  patient  advocates.  Help  us  to  hone  our  skills  and 
expand  our  knowledge  for  the  betterment  of  patient  care.  Dear  Father, 
we  desire  to  be  human  extensions  of  the  great  physician — your  son, 
our  Lord  Jesus  Christ;  in  whose  name  we  pray.  Amen.” 

Report  of  the  Committee  on  Credentials 

Karen  T.  Rader,  MD,  Knoxville,  chairman  of  the  Committee  on 
Credentials,  reported  there  was  a quorum  present.  The  speaker  de- 
clared the  House  was  in  session. 

1995  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of  the  last 
regular  session  of  the  House  of  Delegates  was  reproduced  in  the 
June  1995  issue  of  the  Journal  of  the  Tennessee  Medical  Associa- 
tion. It  was  moved  and  seconded  that  the  abstracted  minutes  of  the 
1995  session  of  the  House  of  Delegates  be  approved  as  published  in 
the  June  1995  issue  of  the  Journal.  The  motion  was  adopted. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference  commit- 
tees to  consider  reports,  resolutions,  amendments,  and  all  matters 
requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Karen  T.  Rader,  MD,  Knoxville,  Chairman 
George  S.  Flinn  Jr.,  MD,  Memphis 
Mary  M.  Headrick,  MD,  Oak  Ridge 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
Charles  E.  Jordan  III,  MD,  Cookeville,  Chairman 
Phil  E.  Orpet,  MD,  Memphis 
L.  Dow  Strader,  MD,  Bristol 


REFERENCE  COMMITTEE  A 

George  L.  Eckles,  MD,  Murfreesboro,  Chairman 

Robert  S.  Nichols,  MD,  Crossville 

Robert  A.  Vegors,  MD,  Jackson 

REFERENCE  COMMITTEE  B 
Starling  C.  Evins,  MD,  Franklin,  Chairman 
Robert  R.  Casey,  MD,  Oak  Ridge 
Evelyn  B.  Ogle,  MD,  Memphis 

REFERENCE  COMMITTEE  C 
L.  Diane  Allen,  MD,  Ooltewah,  Chairman 
Subhi  D.  Ali,  MD,  Waverly 
Jerre  M.  Freeman,  MD,  Memphis 

SPECIAL  REFERENCE  COMMITTEE  ON 

FEDERATION  REFORM 

C.  Eugene  Jabbour,  MD,  Memphis,  Chairman 

David  G.  Gerkin,  MD,  Knoxville 

Ann  H.  Price,  MD,  Nashville 


The  Honor  Guard,  Headquarters  Troop,  Support  Squadron,  278th 
Armored  Cavalry  Regiment,  present  the  flags  to  open  the  161st 
TMA  Annual  Meeting  as  TMA  officers  Drs.  Michael  A.  McAdoo, 
Richard  M.  Pearson,  and  David  K.  Garriott  observe. 
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COMMITTEE  TO  ELECT  THE  OUTSTANDING 

PHYSICIAN  OF  THE  YEAR 

Charles  Ed  Allen,  MD,  Johnson  City,  Chairman 

Charles  W.  White,  MD,  Lexington 

Virgil  H.  Crowder  Jr.,  MD,  Lawrenceburg 

Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  appointed  a 
Nominating  Committee  with  representatives  from  each  of  the  three 
grand  divisions  of  the  state.  The  speaker  announced  the  committee 
members. 

EAST  TENNESSEE 

Charles  Ed  Allen,  MD,  Johnson  City 

Clark  E.  Julius,  MD,  Knoxville 

John  W.  McCravey,  MD,  Chattanooga 

MIDDLE  TENNESSEE 
Reuben  A.  Bueno,  MD,  Nashville 
Fred  Ralston  Jr.,  MD,  Fayetteville 
Randall  Gary  Samples,  MD,  Cookeville 

WEST  TENNESSEE 
John  W.  Hale,  MD,  Union  City 
Charles  W.  White,  MD,  Lexington 
Jesse  C.  Woodall  Jr.,  MD,  Memphis 

ELECTION  BY  HOUSE  OF  DELEGATES 
April  11,  1996 

The  preliminary  report  of  the  Nominating  Committee  was  pre- 
; sented  in  the  first  session  of  the  House  of  Delegates  on  Thursday, 
April  1 1,  1996.  The  final  report  of  the  Nominating  Committee  was 
presented  on  Sunday,  April  14,  1996  at  the  dosing  session  of  the 
House.  Nominees  submitted  by  the  committee  were  voted  upon  indi- 
vidually, and  in  each  instance  the  speaker  called  for  additional 
nominations  from  the  floor.  The  following  were  elected. 
President-Elect — R.  Benton  Adkins,  MD,  Nashville 
Speaker — Robert  D.  Kirkpatrick,  MD,  Memphis 
Vice-Speaker — Sam  J.  Williams  III,  MD,  Chattanooga 
Vice-President  (East  Tennessee ) 

John  J.  Ingram  III,  MD,  Maryville 
Vice-President  ( Middle  Tennessee) 

Subhi  D.  Ali,  MD,  Waverly 
Vice-President  (West  Tennessee) 

Neal  S.  Beckford,  MD,  Memphis 
AM  A Delegate  (East  Tennessee) 

Charles  Ed  Allen,  MD,  Johnson  City 
(January  1,  1997-December  31,  1998) 

AMA  Alternate  Delegate  (East  Tennessee) 

David  G.  Gerkin,  MD,  Knoxville 
(January  1,  1997-December  31,  1998) 

AMA  Delegate  (East  Tennessee ) 

Robert  E.  Bowers,  MD,  Chattanooga 
(January  1,  1997-December  31,  1998) 

AMA  Alternate  Delegate  (East  Tennessee) 

John  R.  Nelson  Jr.,  MD,  Knoxville 
(January  1,  1997-December  31,  1998) 

AMA  Delegate  (West  Tennessee) 

Hugh  Francis  Jr.,  MD,  Memphis 
(January  1,  1997-December  31,  1998) 

AMA  Alternate  Delegate  (West  Tennessee) 

Michael  A.  McAdoo,  MD,  Milan 

(January  1,  1996-December  31,  1998) — filling 

unexpired  term  of  Dr.  James  Chris  Fleming 


AMA  Delegate  (State-at-Large) 

Francis  W.  Gluck,  MD,  Nashville 
(January  1,  1997-December  31,  1998) 

AMA  Alternate  Delegate  (State-at-Large) 

Robert  C.  Patton,  MD,  Kingsport 
(January  1,  1997-December  31,  1998) 

AMA  Delegate  ( State-at-Large ) 

James  Chris  Fleming,  MD,  Memphis 
(January  1,  1996-December  31,  1997) 

AMA  Alternate  Delegate  (State-at-Large) 

Donald  B.  Franklin  Jr.,  MD,  Chattanooga 
(January  1,  1996-December  31,  1997) 

AMA  Young  Physician  Section  Delegate 
John  W.  Hale,  MD,  Union  City 
(April  1996- April  1997) 

AMA  Young  Physician  Section  Delegate 
Steven  G.  Flatt,  MD,  Cookeville 
(April  1996- April  1997) 

AMA  Young  Physician  Section  Alternate  Delegate 
Mark  David  Patterson,  MD,  Greeneville 
(April  1996- April  1997) 

AMA  Young  Physician  Section  Alternate  Delegate 
Tara  L.  Sturdivant,  MD,  Knoxville 
(April  1996- April  1997) 

TRUSTEES 
Middle  Tennessee: 

Joel  R.  Locke,  MD,  Franklin  (1999) 

West  Tennessee: 

Jesse  C.  Woodall  Jr.,  MD,  Memphis  (1999) 
COUNCILORS 

First  District — Burgin  E.  Dossett  Jr.,  MD  (1998) 
Third  District — Donna  K.  Hobgood,  MD  (1998) 
Fifth  District — Theresa  T.  Moirison,  MD  (1998) 
Seventh  District — Malcolm  A.  Cox,  MD  (1998) 
Ninth  District — Kenneth  R.  Maloney,  MD  (1998) 

THE  ABOVE  WERE  ELECTED  BY  THE 
HOUSE  OF  DELEGATES 


Constitution  and  Bylaws  Amendments 

The  speaker  reported  that  there  were  three  amendments  to  the 
Bylaws  to  be  considered  at  this  session  by  the  House. 

The  proposed  amendments  to  the  Bylaws  are  shown  below,  with 
proposed  new  language  shown  in  boldface  type  and  material  to  be 
deleted  shown  in  italics  and  enclosed  in  brackets. 

AMENDMENTS  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-96 
Organized  Medical  Staff  Section 

Whereas,  For  a few  years,  the  Tennessee  Medical  Association 
(TMA)  Hospital  Medical  Staff  Section  was  active,  culminating  in  its 
1988  publication  and  distribution  of  TMA’s  Model  Medical  Staff 
Bylaws;  and 

Whereas,  The  Section  provided  the  TMA  membership  with  an 
independent  voice  that  advocated,  among  other  things,  for  the  rights 
of  medical  staffs  to  self-credential  and  thereby  assure  high-quality 
health  care  in  hospital  settings  without  lay  interference  from  hospi 
tal  administrative  interests;  and 
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Whereas,  The  activity  of  the  Section  waned  due  to  overlap  of 
functions  of  several  TMA  committees;  and 

Whereas,  There  is  renewed  interest  within  the  TMA  membership 
to  revive  the  section  and  reorganize  it  to  cover  medical  staff  issues, 
not  only  in  traditional  hospital  settings,  but  within  integrated  deliv- 
ery systems  and  other  risk-bearing  entities.  Now,  therefore,  be  it 
RESOLVED.  That  Bylaw  Chapter  III,  Section  12  be  amended  by 
deletion  and  insertion  as  follows: 

Sec.  12.  There  shall  be  an  [Hospital]  Organized  Medical  Staff 
Section  to  provide  representation  within  the  structure  of  the  Asso- 
ciation for  the  interests  of  [hospital]  medical  staffs  in  hospitals  and 
integrated  health  delivery  systems  [ within  the  structure  of  the  As- 
sociation], The  medical  staff  of  each  [Joint  Commission  on  Accredi- 
tation of  Healthcare  Organizations  approved]  hospital  and  inte- 
grated health  delivery  system  in  the  state  shall  be  entitled  to  [one] 
representati[ve]on  in  the  section.  All  representatives  must  be  mem- 
bers of  the  Association.  The  [Hospital]  Organized  Medical  Staff 
Section  shall  be  organized  under  a governing  body  with  appropri- 
ate bylaws  approved  by  the  Tennessee  Medical  Association 
Board  of  Trustees  and  shall  elect  one  delegate  to  represent  it  in  the 
House  of  Delegates  of  the  Association. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  1-96. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  2-96 

Deletion  of  Committee  on  Mental  Health 

Whereas,  The  Committee  on  Mental  Health  for  several  years 
provided  the  Tennessee  Medical  Association  with  important  service 
and  representation  in  the  public  arena  for  its  mission;  and 

Whereas,  the  committee  has  not  had  reason  to  meet  for  some 
time,  and  its  role  can  now  be  filled  more  appropriately,  from  time  to 
time,  by  the  Board  of  Trustees  appointing  a task  force  to  meet  for 
that  specific  purpose  with  a short  term  project  or  goal.  Now,  there- 
fore be  it 

RESOLVED.  That  Bylaw  Chapter  VII,  Section  3 be  amended  by 
deletion  as  follows: 

Sec.  3.  Division  on  Scientific  Services  - This  division  shall  be 
composed  of  the  following  special  committees:  a Committee  on 
Emergency  Medical  Services;  [a  Committee  on  Mental  Health ;]  a 
Geriatrics  and  Long  Term  Care  Committee;  and  a Committee  on 
Maternal  and  Child  Care. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  2-96. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  3-96 

Reformation  of  Division  and  Committee  Structure  in 
Coordination  With  Strategic  Plan 

Whereas,  In  June  1995,  the  Tennessee  Medical  Association 
(TMA)  Board  of  Trustees  (Board)  began  studying  and  preparing  a 
long  range  plan  for  the  TMA  and  finalized  the  plan  after  several 


months  of  work  during  its  January  1996  meeting;  and 

Whereas,  TMA’s  Long  Range  Plan  acknowledges  that  physi- 
cians face  a radically  changing  practice  environment,  fierce  eco-  1 ' 
nomic  pressures  to  control  treatment  costs,  and  business  influences 
that  seek  to  refocus  physicians’  concentration  away  from  patient 
care  and  toward  management  and  marketing  issues;  and 

Whereas,  Through  the  planning  process,  the  Board  learned  from 
several  regional  physician  focus  groups  that  many  physicians  are 
struggling  to  compete  with  hospitals  and  other  large  integrated  enti- 
ties for  ever  more  scarce  health  care  dollars  and  that  some  of  those 
physicians  are  seeking  either  to  sell  their  practices  or  are  consolidat-  ji 
ing  from  solo  or  small  practices  to  large  physician  groups  as  a 
means  of  competing;  and 

Whereas,  As  the  TMA  moves  ahead  through  1996,  1997,  and 
beyond,  it  must  provide  members  with  independent  leadership,  ad- 
vocacy, and  evaluative  tools  which  account  for  current  environmen- 
tal and  market  factors  so  that  physicians  may  respond  proactively  to 
the  changing  practice  environment,  governmental  and  regulatory  in- 
fluences, and  the  evolving  relationship  between  physicians  and  their 
patients;  and 

Whereas,  Unless  TMA  maintains,  on  behalf  of  its  members,  a 
vital,  independent,  consistent,  credible,  and  strong  presence  amidst 
the  changing  health  care  market  and  regulatory  arena,  and  articu- 
lates a meaningful  vision  for  all  physicians,  no  matter  their  age,  sex,  j 
minority  status,  or  geographic  location  in  Tennessee,  then  TMA  will 
be  unable  to  stem  the  coming  fragmentation  of  the  medical  commu-  | 
nity  and  polarization  of  physicians;  and 

Whereas,  TMA’s  Bylaws  should  provide  a clear  mission  and  a | 
corporate  vehicle  for  the  realization  of  TMA’s  Long  Range  Plan  I 
goals,  including  a restructuring  of  TMA’s  five  divisions  and  related  j 
committees  so  that  member  physicians  are  empowered  to  more  effi- 
ciently and  cost-effectively  lead  and  represent  TMA’s  6,800  mem- 
bers in  light  of  their  patient  care  objectives;  and 

Whereas,  The  TMA  Committee  on  Constitution  and  Bylaws  un- 
dertook large-scale  changes  to  TMA’s  Constitution  and  Bylaws  fol- 
lowing passage  of  Resolution  No.  25-92,  but  did  so  without  the 
substantial  benefit  of  a long  range  plan  or  similar  focus;  therefore,  ; 
further  changes  are  necessary;  and 

Whereas,  TMA’s  Bylaws  should  enable  the  TMA  to  provide 
quality  service  that  demonstrates  value  to  TMA  members  in  return  j 
for  their  membership  investment,  and  which  will  allow  TMA  to  pro- 
vide member  services  in  an  operational  and  organizational  manner 
that  is  professional,  efficient,  effective,  responsive,  and  financially 
strong;  and 

Whereas,  Certain  TMA  committees’  agenda  and  work,  often 
transient  or  seasonal  in  nature,  could  be  best  accomplished  by  shift- 
ing them  from  formal  demarcation  in  the  Bylaws  to  the  administra- 
tive auspices  of  the  Board;  and 

Whereas,  The  TMA  Bylaws  should  be  flexible  and  should  not 
detail  in  minutiae  the  specific  concerns  and  work  of  each  standing 
committee;  those  details  should  be  left  to  the  Board,  in  consultation 
with  committee  chairs,  to  define  committee  direction  in  concert  with 
the  strategic  plan.  Now,  therefore  be  it 

RESOLVED.  That,  in  order  to  allow  the  business  of  the 
Tennesssee  Medical  Association  (TMA)  to  become  more  efficient 
and  flexible,  any  and  all  references  in  the  TMA  Bylaws  concerning 
TMA  standing  and  special  committees  and  divisions  are  hereby  de- 
leted and  such  committees  and  divisions  be  shifted  to  fall  directly 
under  the  administrative  auspices  of  the  TMA  Board  of  Trustees  for 
oversight  direction  in  compliance  with  the  TMA  Strategic  Plan. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  3-96. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  3-96 


The  following  resolutions  were  adopted  by  unanimous  consent  dur- 
ing the  opening  session  of  the  House  of  Delegates. 

RESOLUTION  NO.  1-96 

Reaffirmation  of  Resolution  No.  2-89 
(Out-of-Sate  Pharmacies) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  2-89  called  upon  the  Tennessee  Medi- 
cal Association  (TMA)  to  educate  its  members  and  the  business 
community  that  Tennessee  law  required  that  out-of-state,  mail  order 
pharmacies  be  licensed  by  the  Tennessee  Board  of  Pharmacy;  and 

[Whereas,  Although  the  pharmacy  licensing  law  requires  such 
registration,  the  Tennessee  Board  of  Pharmacy  still  encounters  out- 
of-state  pharmacies  that  resist  formal  Tennessee  licensure;  and 
Whereas,  Since  there  still  is  such  resistance  to  protective  regula- 
j|  tion,  TMA  ought  to  reaffirm  its  policy  that  the  licensing  of  out-of- 
state,  mail  order  pharmacies  is  sound  public  policy.  Now,  therefore 
be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  policy 
continue  to  reflect  that  out-of-state,  mail  order  pharmacies  doing 
■ business  in  Tennessee  should  be  required  to  register  with  the  Board 
of  Pharmacy  as  a means  of  protecting  the  public  from  unscrupulous 
and  unregulated  pharmacy  business  practices. 

ACTION:  ADOPTED 


RESOLUTION  NO.  2-96 

Reaffirmation  of  Resolution  No.  10-89 
(Ban  on  Smoking  in  Public  Places) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  (TMA)  House  of 
Delegates  has  adopted  a resolution  recommending  a ban  on  the  sale 
and  use  of  tobacco  products  in  Tennessee  hospitals;  and 

Whereas,  The  TMA  House  of  Delegates  has  adopted  a resolution 
continuing  a no  smoking  policy  for  meetings  of  the  House  of  Del- 
egates and  scientific  sessions  and  in  support  of  the  efforts  of  the 
American  Medical  Association  to  achieve  a ban  of  all  advertising 
and  promotion  of  tobacco  products;  and 

Whereas,  The  TMA  House  of  Delegates,  in  Resolution  No.  10- 
89,  called  for  a ban  on  smoking  in  public  places;  and 

Whereas,  It  is  incumbent  upon  the  physicians  of  Tennessee  to 
take  a leadership  role  in  encouraging  individuals  to  refrain  from 
using  tobacco  and  tobacco  products.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  be  a leader 
in  anti-smoking  activities  and  continue  its  efforts  to  encourage  the 
General  Assembly  and  the  executive  branch  of  Tennessee  state  gov- 
ernment to  prohibit  smoking  in  all  state  buildings  and  facilities  and 
in  all  public  gathering  places,  such  as  theaters,  schools,  hospitals, 
outpatient  clinics,  public  health  department  clinics,  and  public  trans- 
portation vehicles. 

ACTION:  ADOPTED 


Reaffirmation  of  Resolution  No.  16-89 
(Medicare  Reimbursement,  Geographical  Differences) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Medicare  currently  considers  a single  geographic  unit 
in  terms  of  calculating  reimbursement;  and 

Whereas,  A wide  regional  disparity  in  Medicare  reimbursement 
for  equivalent  services  adversely  influences  patient  access  to  medi- 
cal care  and  physician  distribution;  and 

Whereas,  The  Tennessee  Medical  Association  House  of  Del- 
egates opposed  urban-rural  differences  in  Medicare  reimburse- 
ment through  the  adoption  of  Resolution  No.  16-89.  Now,  therefore 
but  it 

RESOLVED,  That  the  Tennessee  Medical  Association  continue 
to  support  the  elimination  of  geographical  differences  in  Medicare 
reimbursement. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-96 

Reaffirmation  of  Resolution  No.  22-89 
(Consent  Calendar) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  resolutions,  which  are  unanimously  supported 
in  the  reference  committees,  be  allowed  to  be  placed  on  a consent 
calendar  at  the  discretion  of  the  reference  committee,  and  adopted  as 
a group,  without  debate  or  comment,  unless  specific  objection  to 
one  or  all  resolutions  is  voiced  by  a member  of  the  House  of  Del- 
egates at  the  time  of  presentation  of  consent  calendar,  a request  may 
be  made  for  removal  of  any  item  for  debate  or  individual  action 
without  the  need  for  a vote  on  permission  to  separate  it  from  the 
other  items;  and  be  it  further 

RESOLVED,  That  reports  of  committees,  at  the  discretion  of  the 
reference  committees,  also  be  placed  on  the  consent  calendar  for 
filing;  and  be  it  further 

RESOLVED,  That  Tennessee  Medical  Association  Resolution 
No.  1-94  (Reaffirmation  of  Resolution  No.  1-87;  Sunset  Provision 
for  Resolutions)  be  hereby  terminated;  and  be  it  further 

RESOLVED.  That  the  Board  of  Trustees  of  the  Tennessee  Medi- 
cal Association  make  recommendations  each  year  to  the  House  of 
Delegates  on  any  resolution  which  the  Board  of  Trustees  believes 
should  be  considered  for  termination  or  modification  by  the  House 
of  Delegates;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  present  to  the  House  of 
Delegates  each  year  for  its  consideration  any  resolution  which 
has  been  active  as  Tennessee  Medical  Association  policy  for 
more  than  six  years  and  which  has  not  been  reviewed  and  acted 
upon  by  the  House  of  Delegates  during  that  time  period;  and  be  it 
further 

RESOLVED,  That  all  policy  passed  by  the  House  of  Delegates 
be  published  annually  in  a Tennessee  Medical  Association  Policy 
Compendium,  to  be  approved  prior  to  publication  by  the  Board  of 
Trustees. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  5-96 

Reaffirmation  of  Resolution  No.  23-89  and 
Consolidation  with  Resolution  No.  30-93 
(Hospital  Medical  Staff  Bylaws) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  23-89  called  upon  the  Tennessee  Medi- 
cal Association’s  (TMA)  Hospital  Medical  Staff  Section  to  develop 
and  distribute  at  cost  to  members  upon  request  a model  set  of  TMA- 
Hospital  Medical  Staff  Bylaws;  and 

Whereas,  In  1993,  after  the  previous  model  set  of  bylaws  had 
become  obsolete,  the  House  of  Delegates  passed  Resolution  No.  30- 
93  that  called  for  the  TMA  to  update  and  issue  another  set  of  model 
medical  staff  bylaws;  and 

Whereas,  TMA’s  Legal  Department  issued  the  next  draft  during 
the  fall  of  1995  for  review,  editing,  and  approval  by  TMA’s  Hospi- 
tal Medical  Staff  Section;  and 

Whereas,  TMA  policy  should  include  a consolidation  of  Resolu- 
tion No.  23-89  and  Resolution  No.  30-93.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  Hospital 
Medical  Staff  Section  actively  maintain  an  updated  set  of  Model 
Medical  Staff  Bylaws  for  distribution  upon  request  to  TMA  mem- 
bers at  cost;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  Hospital 
Medical  Staff  Section’s  Model  Medical  Staff  Bylaws  be  promoted 
strictly  as  a set  of  guidelines  to  assist  medical  staffs  and  hospital 
administrators  in  their  review  and  development  of  working  bylaws 
to  govern  their  interactive  and  cooperative  relationships. 

ACTION:  ADOPTED 


RESOLUTION  NO.  6-96 

Reaffirmation  of  Resolution  No.  25-89 
(Pre-Admission  Screening  for  Nursing  Homes) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  House  of  Del- 
egates expressed  opposition  to  such  pre-admission  screening  in 


Resolution  No.  25-89;  and 

Whereas,  The  Omnibus  Budget  Reconciliation  Act  of  1987 
(OBRA  ’87)  prohibits  a nursing  facility  from  admitting  any  new 
resident  who  has  a mental  illness  or  mental  retardation  (or  a related 
condition  such  as  cerebral  palsy  and  epilepsy)  unless  the  Tennessee 
Department  of  Mental  Health  and  Mental  Retardation  has  determined 
that  because  of  existing  mental  conditions  and/or  health  problems,  the 
person’s  primary  need  should  not  be  met  by  a nursing  facility;  and 
Whereas,  The  legislation  also  requires  that  individuals  desiring 
admission  to  nursing  homes  be  screened  for  mental  illness  and/or 
mental  retardation;  and 

Whereas,  Individuals  who  are  not  receiving  or  applying  for 
TennCare  benefits  must  also  be  screened.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  regard  the 
screening  for  mental  health  prior  to  admission  to  a nursing  home  for 
persons  not  receiving  or  applying  for  TennCare  benefits  as  an  un- 
warranted infringement  of  their  rights  as  citizens;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  is  of  the 
opinion  that  a patient’s  physician  is  the  proper  judge  as  to  facility 
selection  for  those  requiring  inpatient  health  care. 

ACTION:  ADOPTED 


RESOLUTION  NO.  7-96 

Reaffirmation  of  Resolution  No.  28-89 
(Support  of  the  Board  of  Medical  Examiners) 

Charles  T.  Womack,  MD.  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  28-89  called  upon  the  Tennessee  Medi- 
cal Association  (TMA)  to  support  the  continuing  work  of  the  Board 
of  Medical  Examiners  (BME)  and  to  lobby  the  Tennessee  General 
Assembly  to  secure  the  necessary  funding,  staffing,  and  computer- 
ization so  that  the  BME  could  meet  its  statutory  obligations;  and 
Whereas,  In  1990,  the  TMA  convened  a BME  Task  Force  that 
studied  the  licensing  boards  of  sister  states  and  issued  a report  with 
the  recommendations  for  legislative  changes  to  buttress  the  adminis- 
trative work  of  the  BME,  including  expanding  the  BME  so  that  it 
could  conduct  business  with  three  separate  panels;  and 


Dr.  Robert  D.  Kirkpatrick  (left),  newly  elected  Speaker  of  the  House  of  Delegates,  presents  a 
plaque  to  retiring  Speaker  Dr.  Thurman  L.  Pedigo  in  recognition  of  his  six  years  of  service  to 
the  House.  TMA  president  Robert  E.  Bowers  and  Board  Chairman  Charles  T.  Womack  look  on. 
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Whereas,  Since  the  Task  Force  issued  its  report,  the  TMA’s 
Committee  on  Legislation  has  successfully  pursued  passage  of  sub- 
t stantial  statutory  amendments  that  have  provided  the  BME  with  in- 
creased membership,  administrative  support,  and  regulatory  effec- 
tiveness; and 

Whereas,  TMA  policy  should  continue  to  reflect  the 
Association’s  strong  support  for  the  BME’s  ongoing  work  in  pro- 
tecting the  public.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  continue 
to  provide  appropriate  professional,  administrative,  and  legislative 
support  for  the  Tennessee  Board  of  Medical  Examiner’s  ongoing 
work  in  policing  the  medical  profession  and  protecting  the  public. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-96 

Reaffirmation  of  Resolution  No.  8-89 
(Diversion  of  Prescription  Drugs) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  8-89  called  for  the  State  Board  of 
Medical  Examiners  to  continue  its  efforts  to  investigate  and  disci- 
pline physicians  who  are  involved  in  illegal  prescribing  or  dispens- 
ing of  prescription  drugs;  and 

Whereas,  There  continues  to  be  problems  across  the  state  with 
physicians  involved  in  illegal  prescribing  or  dispensing  of  prescrip- 
tion drugs.  Now,  be  it  therefore 

RESOLVED,  That  the  Tennessee  Medical  Association  reaffirm 
its  policy  urging  that  the  State  Board  of  Medical  Examiners  continue 
its  efforts  to  investigate  and  discipline  those  physicians  who  are  in- 
volved in  illegal  prescribing  or  dispensing  of  prescription  drugs. 

ACTION:  ADOPTED 


The  reference  committees  have  the  option  of  recommending  a 
resolution  for  adoption  or  rejection,  for  adoption  as  amended  or  sub- 
stituted, for  referral,  or  for  no  action.  The  resolutions  that  follow  are 
in  the  form  in  which  they  were  adopted,  not  adopted,  or  referred 
by  the  House  of  Delegates. 

RESOLUTION  NO.  9-96 

Reaffirmation  and  Modification  of  Resolution  No.  1-89 
(TMA  Student  Education  Fund  Assessment)  and 
Resolution  No.  1-90  (Dues  to  Fund  TMA-SEF) 

Charles  Ed  Allen,  MD,  Chairman 
TMA-Student  Education  Fund 

Whereas,  In  January  1995,  the  Tennessee  Medical  Association 
(TMA)  Board  of  Trustees  reaffirmed  by  resolution  TMA’s  historical 
role  as  the  contribution  collections  avenue  for  member  physician 
donations  to  the  TMA-Student  Education  Fund  (SEF)  and  thereby 
communicated  to  the  SEF  Board  of  Directors  TMA’s  strong  com- 
mitment to  irrevocably  continue  this  contractual  role  for  the  benefit 
of  present  and  future  medical  students  and  all  Tennesseans  who  ben- 
efit from  highly  educated  physicians;  and 

Whereas,  Funding  for  the  TMA-SEF  since  1981  has  come  from 
TMA  physician  contributions  authorized  by  Resolution  No.  1-89 
and  1-90,  and  is  currently  earmarked  in  the  amount  totaling  $25  per 


year;  and 

Whereas,  The  excellent  management  and  loan  administration  by 
the  SEF  Board  of  Directors  and  TMA  staff  has  resulted  in  a program 
with  less  than  a 1%  default  rate,  which  has  put  the  program  on 
sound  financial  footing;  and 

Whereas,  Combining  the  two  funding  policy  resolutions  would 
continue  a level  of  funding  up  to  $25  per  year  per  member  if 
needed.  Now,  therefore  be  it 

RESOLVED,  That  the  $10  per  member  annual  assessment  for  the 
Tennessee  Medical  Association  Student  Education  Fund  (originally 
implemented  with  the  passage  of  Resolution  No.  5-82  and  subse- 
quently reaffirmed  with  the  passage  of  Resolution  No.  1-89)  be 
combined  with  the  $15  per  member  annual  assessment  for  the  Ten- 
nessee Medical  Association  Student  Education  Fund  (originally 
implemented  with  the  passage  of  Resolution  No.  3-83  and  subse- 
quently reaffirmed  with  the  passage  of  Resolution  No.  1-90)  to  con- 
stitute a single  per  member  annual  assessment  of  $25,  applicable 
only  to  active  members  of  the  Association;  and  be  it  further 

RESOLVED,  That  Resolution  No.  1-89  be  allowed  to  sunset,  and 
that  Resolution  No.  1-90  be  hereby  terminated;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  Student 
Education  Fund  Board  be  urged  to  undertake  a thorough  study  and 
evaluation  of  the  program  and  bring  back  to  the  House  of  Delegates 
in  1997  an  informational  report  and  strategic  plan  for  its  continued 
operations  and  finances. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  9-96. 

ACTION:  ADOPTED 


RESOLUTION  NO.  10-96 

Annual  Component  Society  Report  on  Adoption  of 
Peer  Review  Guidebook 

H.  Victor  Braren,  MD,  Chairman 
TMA  Judicial  Council 

Whereas,  In  April  1991,  the  Tennessee  Medical  Association 
(TMA)  House  of  Delegates  amended  TMA’s  Constitution  and  By- 
laws to  empower  the  Board  of  Trustees  to  create  a procedures  book- 
let to  govern  how  component  societies  conduct  peer  review  of  mem- 
ber physicians;  and 

Whereas,  In  October  1991,  the  Board  of  Trustees  issued  the  peer 
review  booklet  which  is  based  in  part  on  suggested  procedures  out- 
lined by  the  American  Medical  Association  and  distributed  it  to  all 
TMA  component  societies  for  their  adoption  and  use;  and 

Whereas,  Anecdotal  reports  indicate  that  not  all  TMA  compo- 
nent societies  have  adopted  the  procedures,  a reporting  mechanism 
should  be  put  in  place  so  that  the  House  of  Delegates  can  ensure 
that  each  component  society  follows  the  procedures  and  gives  mem- 
ber physicians  due  process;  and 

Whereas,  Since  component  societies  are  currently  required  to 
make  an  annual  report  to  the  House  of  Delegates,  an  additional 
statement  on  peer  review  activities  should  be  part  of  the  report, 
which  would  enable  the  Judicial  Council  to  address  any  questions 
and  offer  societies  necessary  guidance.  Now,  therefore  be  it 

RESOLVED,  That  all  Tennessee  Medical  Association  (TMA) 
component  societies  file  with  their  annual  reports  to  the  House  of 
Delegates  a statement  on  the  status  of  their  peer  review  procedures, 
including  whether  they  have  adopted  the  use  of  the  required  TMA 
Board  of  Trustees  Peer  Review  Procedures  Booklet. 
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REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  10-96. 

ACTION:  ADOPTED 


RESOLUTION  NO.  11-96 

Commission  on  Office  Laboratory  Accreditation  (COLA) 

Robert  R.  Casey,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 

Whereas,  The  Commission  on  Office  Laboratory  Accreditation 
(COLA)  is  the  only  not-for-profit  education  and  accreditation  orga- 
nization specifically  designed  to  meet  the  needs  of  physician-di- 
rected laboratories  that  are  practice-based  and  was  founded  by  the 
American  Academy  of  Family  Physicians,  the  American  Medical 
Association,  the  American  Society  of  Internal  Medicine,  and  the 
College  of  American  Pathologists;- and 

Whereas,  COLA  is  approved  by  the  Health  Care  Financing  Ad- 
ministration as  an  educational  alternative  to  federal  certification  of 
laboratories  under  the  Clinical  Laboratory  Information  Act  of  1988 
(CLIA  ’88).  Now,  therefore  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  endorse 
the  accreditation  program  for  laboratories  of  the  Commission  on 
Office  Laboratory  Accreditation  (COLA),  and  be  it  further 

RESOLVED.  That  the  Tennessee  Medical  Association  publicize 
information  about  the  Commission  on  Office  Laboratory  Accredita- 
tion (COLA)  and  inform  physicians  of  the  availability  of  clinical 
laboratory  accreditation  through  COLA  as  a peer  review  alternative 
to  federal  certification  under  Clinical  Laboratory  Improvement  Act 
of  1988  (CLIA  ’88). 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  11-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  12-96 

Human  Immunodeficiency  Virus  (HIV)  Testing  of 
All  Pregnant  Women 

Jesse  C.  Woodall,  MD,  Chairman 
Committee  on  Material  & Child  Care 

Whereas,  Human  Immunodeficiency  Virus  (HIV)  testing  is  con- 
sidered appropriate  in  high-risk  populations  and  other  populations 
that  may  be  at  unknown  risk;  and 

Whereas,  There  is  now  a method  of  treating  women  who  are 
HIV-positive  to  significantly  reduce  transmission  of  HIV  (from  25% 
to  8%)  to  in  utero  infants;  and 

Whereas,  HIV  infection  is  increasing  at  a high  rate  in  hetero- 
sexual women  in  Tennessee  and  elsewhere  in  the  United  States. 
Now,  therefore  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  urge  that 
the  Tennessee  General  Assembly  mandate  and  fund  Human  Immu- 
nodeficiency Virus  (HIV)  testing  and  therapy  for  all  pregnant  women. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  12-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  13-96 

Early  Discharge  of  Mothers  and  Infants  from  the  Hospital 

Jesse  C.  Woodall  Jr.,  MD,  Chairman 
Committee  and  Maternal  & Child  Care 

Whereas,  Some  insurance  entities  now  require  discharge  from 
the  hospital  at  intervals  that  are  inappropriate  for  safe  child  and 
mother  care  and  recovery;  and 

Whereas,  Many  other  states  at  this  time  are  requiring  an  ex- 
tended length  of  stay  possibility  for  these  patients;  and 

Whereas,  This  is  consistent  with  good  medical  care.  Now,  there- 
fore be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  recom- 
mend to  the  Tennessee  General  Assembly,  through  its  regulation  of 
insurance  companies,  that  all  postpartum  females  who  deliver  new- 
born infants  in  this  state  be  allowed  an  adequate  amount  of  insur- 
ance reimbursed  time  for  recovery  in  the  hospital  with  the  time  pe- 
riod to  be  determined  by  the  physicians  who  provide  care  for  the 
mother  and  infant. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  13-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


SUBSTITUTE  RESOLUTION  NO.  14-96 

Affiliation  With  Nurse  Practitioners 

Edward  Capparelli,  MD,  President 
Cocke  County  Medical  Society 

RESOLVED,  That  the  Tennessee  Medical  Association  reevaluate 
and  revise  its  guidelines  for  physicians  who  supervise  nurse  practi- 
tioners and  physician  assistants,  and  that  this  be  done  in  a timely 
manner. 

REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  14-96  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  15-96 
Managed  Care  Gag  Rules 
David  K.  Garriott,  MD,  Ex-Officio  Delegate 

Whereas,  By  training  and  public  expectation  physicians  are  pa- 
tient advocates;  and 

Whereas,  Historically,  the  physician-patient  relationship  has 
been  one  of  openness  and  honesty  so  as  to  encourage  thorough  and 
complete  health  care;  and 

Whereas,  Physicians  are  ethically  bound  to  provide  their  patients 
with  sufficient  information  about  the  patients’  health  conditions, 
whether  by  diagnoses,  prognoses,  or  related  issues,  so  that  the  pa- 
tients may  make  informed  decisions  about  the  types  of  health  care 
services  that  they  need;  and 

Whereas,  This  advocacy  relates  not  only  to  delivery  of  the  best 
medical  care  a physician  in  his/her  judgment  can  deliver  but  also  to 
the  ethical  issues  which  arise  in  some  managed  care  contracts  that 
contain  clauses  precluding  physicians  from  providing  their  patients 
with  all  relevant  medical  treatment  information,  including  coverage 
or  benefits  matters;  and 
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Whereas,  Increasingly,  as  health  care  insurers  have  sought  to 
restrain  treatment  costs,  they  have  pressured  physicians  to  persuade 
their  patients  to  choose  less  costly  treatment  plans,  sometimes  at  the 
expense  of  quality,  and  have  done  so  by  means  of  contractual 
clauses  prohibiting  physicians  from  disclosing  alternative  forms  of 
treatment  which  are  not  approved  for  reimbursement  by  the  insur- 
ance carriers.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  warn 
member  physicians  about  unethical  or  illegal  language  or  require- 
ments in  managed  care  contracts  so  that  physicians  will  be  in  a 
better  position  to  protect  their  patients’  right  to  fully  informed  con- 
sent and  to  avoid  licensure  sanctions  by  the  Tennessee  Board  of 
Medical  Examiners;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
petition  either  the  Tennessee  Board  of  Medical  Examiners  (BME)  or 
the  Tennessee  General  Assembly,  as  necessary,  to  declare  unethical 
and  illegal  certain  types  of  gag  clauses  or  gag  rules  in  health  insur- 
ance contracts  which  prohibit  physicians  from  fully  advising  their 
patients  about  medical  treatment,  and  so  advise  TMA  members  and 
the  media  about  the  BME  action,  or  legislative  initiative,  as  the  case 
may  be. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  15-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-96 
Physician’s  Role  in  Managed  Care 

Charles  R.  Handorf,  MD,  Delegate 
Memphis  & Shelby  County  Medical  Society 

Whereas,  In  this  time  of  increased  competition  among  physi- 
cians, hospitals,  insurance  companies  and  other  health  care  deliver- 
ers, and  with  the  evolution  of  the  health  care  delivery  systems,  phy- 
sicians must  remain  advocates  for  their  patients;  and 

Whereas,  Physicians  have  the  greatest  understanding  of  the  im- 
pact of  these  competitive  and  market  changes  on  the  health  care 
their  patients  receive;  and 

Whereas,  Physicians  are  in  the  best  position  to  create,  manage, 
and  deliver  patient  care  through  the  new  vehicles  of  health  care 
delivery;  and 


Whereas,  It  is  incumbent  upon  physicians  to  maintain  their  posi- 
tion as  “captain  of  the  ship”  in  this  new  age  of  medicine.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  continue 
its  efforts  to  educate  physicians  and  the  public  through  the  Commu- 
nity Awareness  Resource  and  Education  (CARE)  Program  on  how 
to  cope  with  the  changing  medical  environment;  and  be  it  further 
RESOLVED.  That  the  Tennessee  Medical  Association  continue 
to  encourage  physicians  to  become  more  involved  in  management 
and  direction  of  health  care  companies  since  physicians  will  be  the 
strongest  patient  advocates;  and  be  it  further 

RESOLVED,  That  physicians  be  given  equal  opportunities  by 
regulatory  agencies  to  compete  in  the  marketplace  not  only  as  pro- 
viders but  as  owners  and  directors  of  high-quality,  patient-oriented 
health  care  delivery  and  reimbursement  systems. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  16-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  17-96 
Utilization  Review 

Charles  R.  Handorf,  MD,  Delegate 
Memphis  & Shelby  County  Medical  Society 

Whereas,  Utilization  Review  (UR)  is  conducted  by  more  and 
more  insurance  companies  and  managed  care  organizations;  and 
Whereas,  During  the  UR  process,  physicians  should  deal  with 
physician  reviewers  who  are  in  the  same  or  similar  specialty;  and 
Whereas,  When  physicians  appeal  an  adverse  UR  decision,  they 
should  be  provided  with  written  decisions  based  on  recognized  clini- 
cal criteria;  and 

Whereas,  Physicians  should  not  be  terminated  from  managed 
care  plans  for  advocating  the  best  interests  of  their  patients.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  require  that  at  some  point  during  utilization 
review  the  physician  reviewer  be  in  the  same  specialty  as  that  of  the 
patient’s  physician;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  require  that  decisions  involving  utilization 


TMA  Past  Presidents  attending  the  annual  breakfast  in  their  honor. 
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review  appeals  be  rendered  in  writing,  state  the  criteria  used,  and  be 
based  on  recognized  clinical  criteria;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  prohibit  managed  care  organizations  from 
terminating  or  otherwise  sanctioning  the  physicians  in  their  net- 
works for  advocating  in  the  interests  of  their  patients. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  17-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  18-96 

Evaluation  of  Managed  Care  Programs 

Charles  R.  Handorf,  MD,  Delegate 
Memphis  & Shelby  County  Medical  Society 

Whereas,  Physicians  are  entering  into  more  and  more  managed 
care  contracts;  and 

Whereas,  Physicians  and  patients  do  not  receive  enough  infor- 
mation to  assess  which  plans  perform  as  advertised;  and 

Whereas,  Physicians  need  to  be  cautious  and  informed  about 
managed  care  because  managed  care  offers  both  opportunities  and 
areas  of  concern  for  their  practice;  and 

Whereas,  Physicians  have  no  definitive  and  independent  re- 
source from  which  to  find  information  on  how  these  managed  care 
programs  can  affect  their  practice.  Now,  therefore  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  develop  a 
program  to  provide  physicians  with  a systematic,  data-based  method 
for  evaluating  managed  care  programs  in  Tennessee  and  allow  this 
useful  information  to  be  distributed  to  the  public. 

REFERENCE  COMMITTEE  A — recommended  referral  of  Resolu- 
tion No.  18-96  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  19-96 
Outstanding  Physician  of  the  Year  Award 

Charles  T.  Womack,  MD.  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  General  Practitioner  Award  originated  in  1951  and 
was  modified  in  1957  to  be  named  the  Outstanding  Physician  of  the 
Year  Award;  and 

Whereas,  Over  the  years  this  Association  has  been  privileged  to 
honor  many  worthy  recipients  with  this  award;  and 

Whereas,  Using  an  election  process  may  discourage  qualified 
candidates  from  being  renominated  even  though  their  worthiness  is 
unquestioned;  and 

Whereas,  The  Outstanding  Physician  of  the  Year  Award  recog- 
nizes lifetime  achievement  and  the  Tennessee  Medical  Association 
Board  of  Trustees  recognizes  achievement  within  the  previous  year 
with  its  Distinguished  Service  Award;  and 

Whereas,  More  physicians  could  receive  recognition  if  the  Out- 
standing Physician  of  the  Year  Award  was  broadened  to  a selection 
process  rather  than  an  election  process.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  Outstand- 
ing Physician  of  the  Year  Award  be  changed  to  a selection  process 
and  be  called  the  “Outstanding  Physician  Award”;  and  be  it  further 
RESOLVED.  That  the  same  criteria  for  the  Outstanding  Physi- 
cian of  the  Year  Award  be  used  for  the  Outstanding  Physician 


Award  and  that  nominations  be  submitted  to  the  House  of  Delegates 
Nominating  Committee  for  selection  of  up  to  three  recipients  annu- 
ally with  not  more  than  one  to  come  from  the  same  grand  division; 
and  be  it  further 

RESOLVED.  That  the  Outstanding  Physician  Award  recipients 
be  confirmed  and  recognized  at  the  Tennessee  Medical  Association 
Annual  Meeting  during  the  meeting  of  the  House  of  Delegates. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  19-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED  i 


RESOLUTION  NO.  20-96 

Modified  Community  Rating  Insurance  Plans 

John  J.  Warner,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  Modified  community  rating  plans  enacted  in  many 
states  have  resulted  in  an  increase  in  the  percentage  of  people  with 
health  insurance  coverage  in  those  states;  and 

Whereas,  The  percentage  of  people  with  health  insurance  cover- 
age in  Tennessee  is  declining  as  budgetary  constraints  limit 
TennCare  enrollment;  and 

Whereas,  The  experience  with  modified  community  rating  plans 
has  not  been  universally  positive  due  to  variations  in  their  provi- 
sions which  includes  the  need  for  careful  consideration.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees,  with  the  advice  of  the  Committee  on  Legislation  and  the 
Committee  on  Governmental  Medical  Services  and  Third  Party 
Payors,  study  in  detail  the  desirability  of  community  ratings  in 
Tennessee  and  report  its  recommendations  to  the  1997  House  of 
Delegates. 

REFERENCE  COMMITTEE  A — recommended  nonadoption  of 
Resolution  No.  20-96. 

ACTION:  ADOPTED  AS  AMENDED 


SUBSTITUTE  RESOLUTION  NO.  21-96 

Health  Insurance  Coverage  Reform 

John  J.  Warner,  MD,  Delegate 
Nashville  Academy  of  Medicine 

RESOLVED,  That  the  Tennessee  Medical  Association  take  a 
proactive  role  in  encouraging  regulatory  agencies  and  legislators  to 
secure  for  patients  the  following  critical  improvements  in  their 
health  care  coverage:  (1)  guarantee  the  renewability  and  transfer- 
ability  of  health  care  coverage,  (2)  require  reasonable  time  limits  on 
the  waiting  period  for  initiation  of  health  insurance  coverage,  (3) 
establish  reasonable  limitations  on  out-of-pocket  expenses  and  on 
time  limits  for  preexisting  conditions,  and  (4)  report  progress  to  the 
House  of  Delegates  at  the  1997  Annual  Meeting;  and  be  it  further 
RESOLVED.  That  the  Tennessee  Medical  Association  take  an 
active  role  with  physicians  by  promoting  patient  education  about 
health  insurance  and  health  care  legislation  to  better  serve  their 
needs. 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolution  No. 
21-96  to  replace  original  Resolutions  Nos.  21-96  through  24-96; 
recommended  adoption  of  Substitute  Resolution  No.  21-96. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  22-96 

Increased  Portability  of  Health  Insurance 

John  J.  Warner,  MD,  Delegate 
Nashville  Academy  of  Medicine 


RESOLUTION  NO.  23-96 

Limiting  Out-of-Pocket  Expenses  for 
Pre-Existing  Conditions  in  Health  Insurance 

John  J.  Warner,  MD,  Delegate 
Nashville  Academy  of  Medicine 


RESOLUTION  NO.  24-96 

Limitation  of  Preexisting  Conditions 
Exclusions  in  Health  Insurance 

John  J.  Warner,  MD,  Delegate 
Nashville  Academy  of  Medicine 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolution  No. 
21-96  to  replace  original  Resolutions  Nos.  21-96  through  24-96; 
recommended  adoption  of  Substitute  Resolution  No.  21-96. 

ACTION:  (Was  replaced  with  Substitute  Resolution  No.  21-96 
which  was  adopted  as  amended.) 


RESOLUTION  NO.  25-96 

Physician-Patient  Advocacy  in  the 
TennCare  Partners  Program 

Thomas  K.  Ballard,  MD,  Ex-Officio  Delegate 
Consolidated  Medical  Assembly  of  West  Tennessee 

Whereas,  The  Tennessee  Department  of  Finance  and  Administra- 
tion (F  & A)  has  applied  for  and  received  from  the  Health  Care 
Financing  Administration  (HCFA)  a waiver  for  its  proposed 
TennCare  Partners  Program  (the  Program),  which  will  soon  replace 
the  state's  current  system  of  providing  Medicaid  reimbursement  for 
all  mental  health  and  substance  abuse  services;  and 

Whereas,  During  and  after  the  time  in  September  1995,  when  the 
administration  applied  for  this  waiver,  it  did  not  seek  (and  has  not 
since  sought)  any  input  from,  or  disclosed  any  of  its  application 
documents  to,  the  Tennessee  Medical  Association  (TMA)  or  any 
other  organized  group  of  physicians,  a pattern  that  matches  how 
TennCare  was  originally  created;  and 

Whereas,  From  the  documents  that  the  TMA  has  just  received 
from  HCFA  and  F & A,  it  appears  that  the  Program  will  start  soon 
after  May  1,  1996,  have  a budget  of  $350  million,  of  which  $100 
million  will  come  from  the  TennCare  budget,  and  use  five  Behav- 
ioral Health  Organizations  (BHOs)  to  provide  all-long  term  and  epi- 
sodic mental  health  and  substance  abuse  services  to  the  1.2  million 
TennCare  recipients;  and 

Whereas,  The  administration  has  signed  agreements  with  all  five 
BHOs  and  will  provide  each  company  with  a capitation  fee  per 
member  per  month  of  approximately  $22,  $7.53  of  which  will  be 
carved  out  of  the  monthly  fee  now  paid  to  the  TennCare  managed 
care  organizations;  and 

Whereas,  The  TMA  is  concerned  that  the  manner  in  which  the 
administration  plans  to  administer  the  Program  will  mean  that  once 


a physician  attempts  to  provide  even  the  most  routine  types  of  treat- 
ment for  depression  or  other  mental  health  needs,  the  patient  will  be 
transferred  immediately  to  the  auspices  of  a BHO  with  a completely 
new  set  of  bureaucratic  and  utilization  rules,  none  of  which  have  yet 
been  disclosed  to  the  TMA;  and 

Whereas,  Since  each  BHO  must  provide  statewide  coverage  to 
enrollees  and  the  state  has  already  approved  the  BHO  provider  net- 
works as  part  of  the  waiver  process,  it  appears  that  each  BHO  must 
sign  up  numerous  providers,  particularly  in  rural  areas,  to  meet  their 
regional  care  requirement  of  being  within  30  to  60  miles  of  enroll- 
ees’ homes;  and 

Whereas,  Physicians  statewide  have  lost  faith  in  state  govern- 
ment because  TennCare  was  created  in  secret,  implemented  in  great 
haste  with  no  toresight  or  medical  input,  and  every  systemic  change 
since  the  January  1,  1994  start  date  has  followed  this  pattern  with 
the  TennCare  Partners  Program  being  the  latest  example;  and 

Whereas,  Given  the  tight  budgetary  constraints  already  placed  on 
the  TennCare  system,  other  funding  sources,  instead  of  the  constant 
method  of  shifting  all  risk  of  underfunding  to  physicians,  are  needed 
to  ensure  that  the  proposed  TennCare  Partners  Program  is  ad- 
equately capitalized.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA)  ur- 
gently call  upon  the  Sundquist  Administration  to  fully  disclose  to  the 
TMA  all  draft  rules,  program  policies,  and  the  behavioral  health  orga- 
nization contract  for  the  TennCare  Partners  Program;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA),  in 
its  urgent  petition  to  the  Sundquist  Administration  for  substantive 
and  direct  physician  input  into  the  design  of  the  TennCare  Partners 
Program,  request  that  the  Program’s  start  date  be  put  off  for  several 
months  so  that  the  TMA  physician  and  patient  advocacy  effort  will 
have  a positive  effect  on  the  final  architecture  of  the  Program. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  25-96. 

ACTION:  ADOPTED 


RESOLUTION  NO.  26-96 

Freedom  of  Local  Government  Act 

Peter  W.  Carter,  MD,  Delegate 
Knoxville  Academy  of  Medicine 

Whereas,  The  Tennessee  Medical  Association  (TMA)  House  of 
Delegates  has  adopted  a resolution  recommending  a ban  on  the  sale 
and  use  of  tobacco  products  in  Tennessee  hospitals;  and 

Whereas,  The  TMA  House  of  Delegates  has  adopted  a resolution 
continuing  a no  smoking  policy  for  meetings  of  the  House  of  Del- 
egates and  scientific  sessions  and  has  supported  the  efforts  of  the 
American  Medical  Association  to  achieve  a ban  of  all  advertising 
and  promotion  of  tobacco  products;  and 

Whereas,  The  TMA  House  of  Delegates  called  for  adoption  of  a 
smoke  free  policy  for  ail  indoor  public  places  in  Resolution  No.  10-89;  and 
Whereas,  The  1994  Tobacco  Youth  Access  Bill  preemption  pro- 
vision does  not  allow  local  governments  to  pass  any  tobacco  control 
ordinances;  and 

Whereas,  It  is  imperative  that  the  TMA  take  a position  to  en- 
courage the  General  Assembly  in  passage  of  public  health  measures. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  encourage 
the  Tennessee  General  Assembly  to  enable  local  governments  to 
establish  their  own  tobacco  control  ordinances. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  26-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  27-96 

Medicaid  Class  Action  Lawsuit  Against  the  Tobacco  Industry 

Robert  W.  Herring  Jr.,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  Several  states  have  filed  a class  action  lawsuit  in  federal 
court  against  all  tobacco  companies  on  behalf  of  all  smokers;  and 
Whereas,  These  state  plaintiffs  seek  to  recover  prior  Medicaid 
budgetary  expenditures  made  in  the  treatment  of  Medicaid  recipi- 
ents’ tobacco  related  illnesses;  and 

Whereas,  Like  all  other  states,  Tennessee  has  faced  similar  bud- 
getary expenditures  in  both  its  prior  Medicaid  program  and  the  cur- 
rent TennCare  program;  and 

Whereas,  Tennessee  should  immediately  join  this  class  action 
lawsuit  in  order  to  recover  its  share  of  such  expenses  and  to  provide 
additional  prospective  funding  for  TennCare.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  urge  both 
the  Administration  and  the  Tennessee  Attorney  General  to  file  the 
necessary  documents  to  join  other  states  in  their  ongoing  federal 
class  action  lawsuit  against  the  tobacco  industry  to  recover  the  costs 
of  treating  Medicaid  recipients  for  tobacco  use  related  disease. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  27-96. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  28-96 

Problems  of  the  Rural  Physician 

Edward  W.  Capparelli,  MD,  Delegate 
Cocke  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  is  charged  with 
caring  for  all  of  its  member  physicians;  and 

Whereas,  Ten  percent  of  Tennessee’s  physicians  live  in  rural 
counties;  and 

Whereas,  A medical  support  structure  for  consultation  and  con- 
tinuing medical  education  is  often  lacking  in  rural  areas;  and 

Whereas,  TennCare  has  struck  the  rural  physician  and  hospital 
inordinately  heavily  due  to  their  greater  percentage  of  TennCare 
patients.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  expand  the 
scope  of  the  Committee  on  Rural  and  Community  Health  to  deal 
with  the  problems  of  the  rural  physician. 

REFERENCE  COMMITTEES  B — recommended  adoption  of  Reso- 
lution No.  28-96  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


COULD  YOU  USE  AN  EXTRA  $10,000? 

eral  vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 

SOQ-USA-ARIVIY 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 
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Professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


Reports  of  Officers 


Report  of  the  President 

Robert  E.  Bowers,  MD 


Undoubtedly,  the  first  thing 
that  comes  to  mind  when  I re- 
view the  year  I have  just  spent 
as  president  of  the  Tennessee 
Medical  Association  is  the  tre- 
mendous success  we  had  with 
our  efforts  toward  educating 
physicians  and  the  public 
throughout  Tennessee  on  the  is- 
sues of  domestic  violence.  With 
the  help  of  our  most  capable 
and  competent  TMA  Alliance 
we  distributed  literature  to  phy- 
sician offices,  brought  in  speak- 
ers such  as  Denise  Brown,  and 
manned  hot-lines  across  the 
state  offering  help  to  families  in  distress.  Hopefully,  these  efforts 
will  have  a significant,  long-term  impact  in  decreasing  the  incidence 
of  domestic  violence  across  our  state.  This  was  one  of  our  top  prior- 
ity projects  for  the  year,  and  I feel  the  program  was  very  successful. 

We  also  worked  diligently  with  experts  in  developing  a strategic 
plan  for  the  TMA.  We  felt  that  the  strategic  plan  was  necessary 
because  of  the  rapidly  changing  climate  of  health  care  and  the  need 
to  keep  abreast  of  these  changes.  We  came  away  with  clear-cut 
ideas  and  definable,  measurable  goals  for  the  future  of  the  TMA,  a 
new  vision,  and  refreshed  enthusiasm  for  recruiting  new  members 
into  this  most  important  organization. 

Our  TMA  Alliance,  led  by  its  president,  Mrs.  Lyn  Overholt,  has 
proven  an  invaluable  asset  this  year.  This  is  a component  associa- 
tion that  we  could  and  should  utilize  to  its  fullest.  The  TMA  Alli- 
ance membership  is  a group  of  intelligent,  generous,  innovative  in- 
dividuals— traits  that  we  highly  value  in  both  the  TMA  and  in  our 
communities.  They  deserve  special  thanks  and  appreciation  for  the 
hard  work  they  do  on  behalf  of  the  TMA  year  after  year. 

This  year  we  were  able  to  implement  a new  computer  and  tele- 
phone system  for  the  TMA  that  makes  available  up-to-date  technol- 
ogy and  better  member  services.  We  are  now  on-line  with 
MEDWIRE  and  believe  that  this  will  prove  to  be  a significant  tool 
in  a number  of  areas,  from  faster  information  retrieval  to  practice 
management  techniques  to  personal  development,  and  even  on-line 
learning.  We  look  forward  to  more  information  about  that  service  at 
the  Annual  Meeting. 

But  the  topic  foremost  in  all  our  minds  is  that  of  managed  care.  1 
have  spoken  and  written  a great  deal  about  managed  care  this  year, 
and  there  is  still  more  to  be  learned,  more  changes  still  looming 
ahead.  My  fundamental  belief  is  essentially  the  one  I spoke  of  in  my 
first  President’s  Page,  that  of  taking  a hands-on  approach  and  mak- 
ing strategic  choices  that  will  enable  us  to  adapt  in  a positive  way.  A 
year  later,  I am  convinced  of  the  soundness  of  this  approach.  We 
must  continue  to  grasp  the  changes  and  their  significance  to  us,  to 
our  practices,  and  to  the  care  of  our  patients.  The  quality  of  care  that 
we  give  to  our  patients  is  still  the  most  important  issue.  We  must 
never  forget  that  we  are  still  the  patient’s  most  ardent  advocate.  This 
is  what  we  trained  for,  and  that  is  what  we  do  best. 

1 want  to  encourage  each  of  you  to  take  part  in  the  sharing  of 
information  with  your  colleagues,  especially  those  who  have  not  yet 
joined  the  TMA.  I reiterate  that  the  TMA  is  the  basic  tool  of  physi- 
cian and  patient  advocacy  in  the  political  process.  We  need  to  sup- 
port the  TMA  in  every  feasible  way,  including  recruitment  of  new 
members. 


Bowers 


I cannot  end  this  year  without  expressing  a word  of  deep  grati- 
tude to  the  executive  officers  of  the  TMA  and  their  support  staff 
who  have  been  untiringly  helpful;  specifically,  Don  Alexander  as 
chief  executive  officer,  for  his  reorganization  and  the  dynamic  input 
he  has  had  at  the  TMA  this  year.  Thanks  also  to  Jean  Wishnick, 
managing  editor  of  the  TMA  Journal  who  was  always  supportive 
and  helpful,  and  who  made  my  job  much  easier.  Special  thanks  to 
Dr.  Charles  Womack,  chairman  of  the  Board  of  Trustees,  and  to  the 
Board  itself  for  its  support  and  dedication  to  “getting  the  job  done.” 

Finally,  as  we  look  to  the  future  of  health  care,  our  cherished 
profession,  we  see  the  inevitable  changes,  some  of  which  many  of 
us  may  find  unpalatable,  but  inevitable  all  the  same.  My  conclusion 
is  really  very  simple — stay  true  to  your  duty,  and  be  reminded  of 
Goethe’s  remarks  on  duty,  “What,  then,  is  your  duty?  What  the  day 
demands.”  In  my  view,  our  day  demands  that  we  continue  to  do 
what  we  have  always  done:  Give  to  our  profession  and  our  patients 
our  very  best,  and  perhaps  at  the  end  of  our  day  to  be  able  to  say, 
“Well  done.” 

Thank  you  for  allowing  me  this  most  rewarding  and  challeng- 
ing year.  I hope  I have  in  some  small  measure  lived  up  to  your 
expectations. 


Report  of  the  Board  of  Trustees 

Charles  T.  Womack,  MD,  Chairman 


What  lies  behind  us  and  what  lies  before  us  are 
tiny  matters  compared  to  what  lies  within  us. 

— Oliver  Wendell  Holmes 


The  health  care  environment 
is  undergoing  fundamental  and 
revolutionary  changes.  Perhaps 
the  key  change  can  be  found  in 
the  development  of  better  com- 
munications. We  have  called 
this  year  at  the  TMA  the  “com- 
munications year.”  In  order  to  be 
ready  for  the  year  2000,  a pri- 
mary focus  has  been  in  devoting 
resources  to  advance  the  organi- 
zation in  the  areas  of  cyberspace 
and  the  electronic  age.  To  that 
Womack  we  have  a World  Wide  Web 

presence  on  the  Internet,  where 
our  members  can  easily  access 
timely  information. 

When  things  change  and  new  information  comes  into  existence, 
it’s  no  longer  possible  to  solve  today’s  problems  with  yesterday’s 
solutions.  In  order  to  better  communicate  with  one  another  we  have 
developed  a Local  Area  Network  at  the  TMA  headquarters  which 
will  allow  us  to  position  ourselves  for  better  member  services.  This 
was  directed  by  the  House  of  Delegates  in  1994  and  has  now  come 
to  fruition  under  the  Board  of  Trustees  oversight. 

A new  paradigm  for  health  care  management  is  emerging.  The 
opportunities  call  for  a fresh  approach,  a new  way  of  managing  care. 
What’s  needed  is  a new  way  of  communicating  and  viewing  infor- 
mation in  order  to  ensure  a real  world  advantage  in  the  health  care 
field.  Fortunately,  with  increased  pressures  comes  the  opportunity  to 
excel.  Any  organization  dedicated  to  the  issue  of  survival  will  need 
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to  develop  efficient  communication  of  facts  and  information.  Infor- 
mation is  the  basis  of  good  decision-making.  Because  of  the  TMA’s 
proactive  approach  concerning  communications,  our  Association 
will  continue  to  evolve  and  we  will  endeavor  to  develop  and  provide 
our  members  with  the  most  effective  tools  possible  for  streamlining 
and  redirecting  our  organization  to  thrive  in  this  new  environment. 

On  a more  intimate  level,  the  TMA  Board  is  pleased  to  have  the 
president  of  the  TMA  Alliance  as  an  official  advisor  to  the  Board. 
Her  input,  and  that  of  our  three  regional  vice-presidents,  is  invalu- 
able as  we  attempt  to  reach  agreement  by  consensus. 

A more  descriptive  report  of  the  activities  and  highlights  of  this 
past  year  appear  as  an  addendum  to  this  report.  The  most  important 
of  these  activities  was  the  adoption  of  the  strategic  plan.  Each  mem- 
ber is  encouraged  to  read  this  plan  (to  be  published  in  a future  issue 
of  the  Journal ; you  may  obtain  a copy  from  TMA  Headquarters). 

Also,  you  will  find  the  summary  minutes  of  our  quarterly  Board 
of  Trustees  meetings  in  the  Journal  of  the  TMA.  This  serves  not 
only  as  a historical  record  of  our  actions,  it  gives  each  member  of 
the  Association  direct  access  to  the  policies  and  activities  of  the 
Board. 

To  operate  effectively  in  today’s  health  care  environment,  physi- 
cians must  assess  both  the  threats  and  the  opportunities  that  confront 
them.  All  in  all  the  synergy  of  the  different  Board  members  has 
helped  formulate  a long  range  plan  to  help  the  TMA  and  its  mem- 
bers to  survive.  If  we  can  take  care  of  our  patients  and  of  ourselves 
into  the  next  century,  then  we  will  have  been  successful. 

Addendum  A 

Resolution  No.  6-95 

Subject:  Physician  Malpractice  Protection  as  “State  Employees” 
When  Treating  TennCare  Patients. 

Action:  This  resolution  was  adopted  by  unanimous  consent  April 
9,  1995,  and  called  upon  the  TMA  Committee  on  Legislation  to 
pursue  passage  of  tort  reform  for  TennCare  physicians.  Although 
the  TMA  has  had  such  a bill  on  file  with  the  99th  General  Assembly 
both  in  1995  and  1996,  the  committee  recognizes  that  prospects  of 
passage  seem  bleak,  meaning  that  TMA  must  push  other  bills  of 
interest  to  the  membership. 

Resolution  No.  7-95 

Subject:  TMA  Annual  Dues. 

Action:  The  dues  bills  for  membership  in  the  TMA  for  1996-97 
included  the  increase  that  was  approved  by  the  House  of  Delegates. 
Annual  dues  to  the  TMA  are  $395. 

Resolution  No.  8-95 

Subject:  Contract  Review. 

Action:  This  resolution,  recommended  for  nonadoption  by  Refer- 
ence Committee  C,  was  referred  to  the  TMA  Board  of  Trustees  for 
decision.  The  Board  has  considered  the  resolution  carefully,  and  has 
incorporated  the  concept  of  a TMA  initiated  or  sponsored  contract 
review  service  as  part  of  the  Long  Range  Plan.  At  this  time,  TMA's 
Legal  Department  is  examining  the  system  used  by  the  Texas  Medical 
Association  which  has  named  certain  attorneys  who  provide  contract 
review  services  at  the  nominal  rate  of  $100  per  contract  reviewed. 

Resolution  No.  9-95 

Subject:  Home  Health  Care  Patient  Orders. 

Action:  This  resolution  was  adopted  by  unanimous  consent  April 
9,  1995.  It  called  upon  TMA  to  urge  member  physicians  not  to  sign 
orders  for  home  health  care  for  patients  who  are  not  under  their 
care.  The  resolution  was  published  in  the  June  edition  of  the  Journal 
of  the  TMA.  The  resolution,  as  required,  was  sent  under  signature  of 
the  chairman  of  the  Interprofessional  Liaison  Committee  to  the  Ten- 
nessee Association  for  Home  Care  as  a request  that  agencies  refrain 
from  making  such  inappropriate  physician  signature  requests. 


Resolution  No.  11-95 

Subject:  Team  Physician  Support  for  Local  High  Schools. 

Action:  All  Tennessee  high  school  principals  and  athletic  direc- 
tors across  the  state  were  contacted  by  letter  as  part  of  a campaign 
by  the  TMA  Sports  Medicine  Committee  to  identify  local  sports 
programs  that  lacked  proper  medical  support.  Simultaneously,  the 
presidents  and  secretaries  of  all  TMA  component  medical  societies 
were  contacted  with  the  names,  addresses,  and  telephone  numbers  of 
area  high  schools  and  urged  to  make  contact.  In  this  initial  effort, 
TMA  identified  six  local  schools  that  needed  additional  medical  as- 
sistance with  their  sports  programs  and  successfully  matched  each 
with  leaders  of  area  medical  societies.  The  committee  plans  a fol- 
low-up mailing  by  the  end  of  the  1996  school  year. 

Resolution  No.  12-95 

Subject:  Registration  Fees  Charged  to  Members  for  Attendance 
at  Annual  Meeting. 

Action:  The  Board  of  Trustees  along  with  its  Annual  Meeting 
Committee  reviewed  in-depth  the  various  factors  involved  in  charg- 
ing a nominal  fee  for  members  who  attend  the  Annual  Meeting. 
After  thorough  review  and  discussion  the  Board  of  Trustees  reaf- 
firmed its  policy  that  the  nominal  fee  for  this  event  needed  to  re- 
main in  place  for  the  1996  Annual  Meeting.  The  Board  also  was  of 
the  opinion  that  the  incentives  for  early  registration  and  the  ability 
to  buy  packages  for  special  events  was  a cost-saving  measure  for 
physicians. 

Resolution  No.  13-95 

Subject : Tennessee  Medical  Association  Membership. 

Action:  The  dissemination  of  the  TMA  nondiscrimination  poli- 
cies was  outlined  in  the  June  1995  issue  of  the  Journal  of  the  TMA. 
In  addition,  each  delegate  to  the  House  of  Delegates  in  1995  re- 
ceived a copy  of  the  actions  of  this  policy  as  did  every  component 
society  president  and  secretary  through  a special  mailing. 

Resolution  No.  14-95 

Subject : Membership  Recognition  Awards  Program. 

Action:  The  purpose  of  this  resolution  is  to  recognize  physicians 
who  have  been  members  of  TMA  for  five,  10,  and  25  years  in  addi- 
tion to  the  current  policy  of  recognizing  50-year  members.  Such 
members  will  be  awarded  with  pins,  badges,  and/or  plaques,  depend- 
ing upon  their  longevity  of  membership.  The  25-year  members  will 
be  recognized  at  the  House  of  Delegates  meeting  in  April,  1996. 

Resolution  No.  15-95 

Subject:  Ballard  Motion. 

Action:  The  Ballard  Motion  is  now  an  official  motion  accepted  as 
part  of  the  parliamentary  procedure  of  the  TMA  House  of  Delegates. 


Report  of  the  Judicial  Council 

H.  Victor  Braren,  MD,  Chairman 

The  Judicial  Council  of  the  Tennessee  Medical  Association  met 
in  full  session  once  following  its  organizational  meeting  during 
TMA’s  April  1995  House  of  Delegates  meeting.  In  August  1995,  we 
reviewed  a physician’s  appeal  of  an  adverse  peer  review  decision  by 
the  Chattanooga-Hamilton  County  Medical  Society  (CHCMS).  The 
physician  asked  the  Council  to  reverse  or  modify  the  CHCMS  Judi- 
cial Council’s  decision  to  censure  him.  The  Council  affirmed  the 
CHCMS'  first  finding  that  the  physician  violated  the  CHCMS  By- 
laws by  failing  to  cooperate  with  the  Grievance  Committee  in  the 
disposition  of  a patient’s  complaint.  The  Council  reversed  the  re- 
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mainder  of  the  decision  because  the  patient  did  not  appear  at  the 
evidentiary  hearing,  and  there  was  no  record  of  a detailed  interview 
to  examine  the  allegation’s  merits.  The  Council  appreciated  the 
CHCMS  efforts  with  that  difficult  case.  No  other  medical  societies 
reported  any  other  adverse  decisions. 

The  Judicial  Council  recommended,  and  the  TMA  Board  of  Trust- 
ees approved,  the  inclusion  of  the  American  Medical  Association’s 
recommended  model  procedures  for  the  review  of  fee  complaints  in 
TMA’s  Peer  Review  Procedures  Guidebook.  As  drafted,  component 
medical  societies  may  and  should  entertain  complaints  about  physi- 
cians’ fees,  but  without  engaging  in  price-fixing  in  the  process. 
Medical  societies,  for  example,  cannot  use  fee  review  decisions  to 
establish  fee  structures  for  the  medical  community.  The  TMA  Board 
agreed  that  complaints  about  physicians’  fees  should  be  considered 
as  TMA’s  duty  for  professional  self-regulation.  Medical  societies 
should  respond  to  fee  complaints  regardless  of  the  willingness  of  the 
physician  to  become  involved  in  the  process  (assuming  the  physi- 
cian is  a member  of  the  society).  The  AMA  advised  the  TMA  Board 
that  fee  reviews  may  be  pursued  without  fear  of  antitrust  liability  as 
long  as  the  guidelines  outlined  in  the  Guidebook  are  observed. 

I consider  this  a successful  year  for  the  Council.  As  chairman,  I 
wish  to  thank  all  of  the  members  of  the  Judicial  Council  for  their 
willingness  to  serve  TMA  in  this  important  capacity,  and  those 
TMA  members  who  assist  in  local  peer  review  matters. 


Report  of  the  Secretary-Treasurer 

Michael  A.  McAdoo,  MD 

The  annual  audit  for  the  fis- 
cal (and  calendar)  year  ending 
December  31,  1995  has  been 
completed  and  is  available  for 
review.  The  customary  exami- 
nation of  the  Association’s 
records  and  accounts  was  con- 
ducted by  the  firm  of  Bellenfant 
and  Miles,  P.C.,  certified  public 
accountants,  appointed  by  the 
Board  of  Trustees. 

The  accompanying  financial 
statements  have  been  extracted 
from  the  complete  audit.  They 
show  the  revenue  and  expendi- 
tures during  1995  as  well  as  the 
assets,  liabilities,  and  fund  balance  at  the  end  of  the  year.  A bal- 
anced budget  had  been  projected  for  1995  with  revenues  and  expen- 
ditures projected  at  $2,421,325.  The  actual  budgeted  revenue  was 
$2,438,776  and  budgeted  expenses  were  $2,398,422,  resulting  in 
$40,354  excess  revenue  over  budgeted  expenses. 

There  were  still  considerable  expenses  borne  in  1995  by  the  As- 
sociation related  to  TennCare  activities.  Those  activities  focused  pri- 
marily on  the  continued  litigation.  In  addition,  $50,000  from  the 
CARE  program  and  $100,000  from  TMA  Physician  Services,  Inc. 
were  used  to  offset  litigation  and  educational  expenses. 

The  House  of  Delegates  in  April  1995  approved  an  additional 
$40  of  dues  of  which  $25  went  to  the  continuing  operations  of  the 
Association.  As  outlined  to  the  House  of  Delegates,  much  of  that 
$25  would  be  directed  to  the  installation  and  implementation  of  a 
new  information  system  at  the  headquarters  office.  You  will  note  in 


1996,  $72,000  has  been  budgeted  for  the  lease  of  this  information 
system.  Other  TMA  organizations  and  subsidiaries  that  directly  ben- 
efit from  this  system  are  helping  to  fund  the  project  by  paying  a 
monthly  user  fee. 

Over  the  past  several  years,  the  reserves  of  the  Association  have 
continued  to  decline  primarily  because  of  TennCare.  In  1996  the 
Board  of  Trustees  has  approved  4%  of  budget  to  be  set  aside  toward 
reserves.  Sound  Association  fiscal  management  suggests  that  a 
minimum  of  six  months  annual  budget  should  be  held  in  reserve. 
TMA  is  a long  way  away  from  that  target,  however  we  now  can 
redirect  our  focus  away  from  TennCare  to  the  other  business  of  the 
Association  from  a monetary  standpoint. 

1 appreciate  the  assistance  of  Dr.  Chris  Fleming  and  Dr.  Ron 
Overfield  on  the  Finance  Committee,  as  well  as  the  cooperation  of 
Mr.  Don  Alexander,  chief  executive  officer,  and  the  Board  of  Trust- 
ees during  1995. 


STATEMENT  OF  REVENUE,  EXPENSES,  AND 
CHANGES  IN  FUND  BALANCE 

Year  Ended  December  31 
1995  1994 


Revenue 


Membership  Dues 

$1,757,895 

$1,774,769 

Annual  Meeting 

114,350 

54,585 

Journal 

59,549 

58,047 

Investment  Income 

69,612 

73,388 

CARE  Program 

73,902 

TMA  Physician  Services-Dividends 

175,000 

75,000 

AMA  Collection  Fees 

33,877 

33,556 

Legal  Fund  Assessment 

489,536 

Specialty  Society  Administration 

27,716 

40,507 

Rental  Income 

130,977 

125,009 

CME  Programs 

20,230 

18,915 

Other 

49.570 

3.989 

Total  Revenue 

$2,438,776 

$2,821,203 

Expenses 

General  Administrative 

$971,775 

$982,637 

Administrative  Support  & Services 

58,496 

35,117 

Travel-Staff 

47,953 

50,988 

Officers  and  Members 

119,823 

102,922 

Impaired  Physician  Program 

74,175 

74,899 

Committee  Expenses 

20,586 

15,890 

Legislative  Committee 

89,340 

69,571 

Continuing  Medical  Education 

10,977 

10,604 

Annual  Meeting 

113,653 

62,729 

Taxes 

87,537 

83,761 

Headquarters  Expense 

84,445 

77,129 

Journal 

124,432 

121,491 

Student  Education  Fund 

123,625 

124,205 

Specialty  Society  Administration 

46,345 

52,030 

Other  Organizations 

20,032 

20,520 

CARE  Program 

158,590 

256,280 

Legal  Fund 

114,265 

598,443 

Other 

42,486 

4,472 

Depreciation 

124.798 

126.113 

Total  Expenses 

$2,433,333 

$2,869,801 

Excess  of  Revenue  Over  Expenses 

Fund  Balance 

5,443 

(48,598) 

Beginning  of  the  Year 

2.873.077 

2.921.675 

End  of  the  Year 

$2,878,520 

$2,873,077 

McAdoo 
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BALANCE  SHEET 


Year  Ended  December  31 
1995  1994 

Current  Assets 

Cash  and  Cash  Investments 


Operating  Cash 

$ 934,689 

$ 804,042 

Reserve  Cash 

500.000 

500.000 

Total  Cash/Investments 

1,434,689 

1,304,042 

Investment  in  TMA  Physician 
Services,  Inc. 

1,000 

1,000 

Other 

1.633 

Total  Current  Assets 

1.437.322 

1.305.042 

Land,  Building  & Improvements, 
Equipment  & Autos 
Land 

876,995 

876,995 

Building 

1,609,326 

1,609,326 

Tenant  Improvements 

120,965 

120,965 

Office  Equipment 

287,881 

263,161 

Automobile 

18.571 

15.999 

2,913,738 

2,886,446 

Less  Accumulated  Depreciation 

(608.772) 

(491.973) 

Land,  Building  & Improvements, 
Equipment  & Autos-Net 

2.304.966 

2.394.473 

Information  Systems  Project 

200.877 

Total  Assets 

$3,943,165 

$3,699,515 

Current  Liabilities 

Accounts  Payable  & 
Accrued  Expenses 

$ 12,626 

$ 17,548 

Dues  Collection  Escrow 

842,142 

743,079 

Unearned  Annual  Meeting  Income 

7,000 

9,215 

Note  Payable-Third  National  Bank 

54,596 

SunTrust  Capital  Lease 

44.086 

Total  Current  Liabilities 

905,854 

824,438 

SunTrust  Capital  Lease 

156,791 

Tenant  Deposits 

2.000 

2.000 

Total  Liabilities 

1 ,064,645 

826,438 

Fund  Balance 

2.878.520 

2.873.077 

Total  Liabilities  and 
Fund  Balance 

$3,943,165 

$3,699,515 

Report  of  the 

Chief  Executive  Officer 


Donald  H.  Alexander 


Alexander 


As  I begin  my  first  report  to 
the  House  of  Delegates  I must 
thank  all  of  those  who  have 
given  me  the  chance  to  lead  the 
Tennessee  Medical  Association 
as  its  chief  executive  officer.  It 
is  indeed  an  honor  and  privilege 
to  be  associated  with,  and  a 
partner  with,  those  in  this  re- 
spected profession.  Your  staff  is 
dedicated  to  carrying  out  those 
activities  that  you  have  chosen 
as  your  plan  for  the  future.  We 
serve  at  your  direction  and  plea- 


sure and  look  forward  to  meeting  the  challenges  with  you  as  we 
approach  the  next  century. 

Over  the  years  in  my  report,  I will  use  this  opportunity  to  ex- 
press my  thoughts  and  ideas  on  the  status,  progress,  and  future  of 
the  Association  and  the  medical  profession  in  Tennessee.  Most  of 
the  activities,  policies,  and  programs  are  described  in  detail  in  other 
officer  and  committee  reports. 

In  1995  the  TMA,  through  retirement,  lost  two  of  its  long-time 
dedicated  staff  members:  Mr.  L.  Hadley  Williams,  and  Mr.  William 
(Bill)  Wallace.  Combined  they  had  almost  60  years  of  service  with 
the  TMA.  Replacing  two  individuals  with  such  knowledge  and  expe- 
rience has  been  difficult. 

With  a goal  to  better  manage  the  organization,  I have  chosen 
three  individuals  to  lead  key  departments,  and  have  named  Mr. 
Marc  Overlock,  Mr.  John  Grant,  and  Mr.  Russ  Miller  as  senior  vice- 
presidents.  Through  our  reorganization  we  have  identified  those  ar- 
eas of  greatest  need  and  have  focused  our  attention  since  last  April 
to  make  our  operations  more  efficient  and  responsive  to  the 
membership’s  needs. 

In  this  handbook  is  a copy  of  the  TMA  strategic  plan  that  has  been 
adopted  by  the  Board  of  Trustees  (to  be  published  in  a future  issue  of 
the  Journal).  Your  staff  played  a vital  role  in  the  development  of 
this  plan  and  is  a partner  in  its  implementation.  With  the  environment 
of  medicine  changing,  likewise  the  organization  of  the  TMA  must 
change  with  it  to  meet  the  most  pressing  needs  of  its  members. 

Some  of  the  administrative  and  operational  changes  over  the 
next  few  years  will  be  invisible  to  the  membership  while  others  will 
receive  high-profile  attention.  One  of  the  most  important  things  we 
have  undertaken  has  been  the  implementation  of  a new  information 
system  replacing  an  outdated,  stand  alone  PC  environment.  This 
system  will  take  us  into  the  21st  century  and  once  fully  integrated 
and  on-line  will  be  able  to  serve  the  membership  in  ways  we  have 
never  been  able  to  before.  Some  of  you  may  have  experienced  some 
minor  delays  while  our  system  is  being  installed  and  staff  is  being 
trained.  We  appreciate  your  patience  if  there  has  been  any  inconve- 
nience in  meeting  your  requests  for  information. 

I was  asked  recently  by  someone  from  outside  the  profession 
what  was  the  greatest  challenge  facing  medicine  today.  To  give  an 
answer  I thought  he  might  understand,  1 began  to  list  things  such  as 
Medicare  reform,  TennCare  and  its  continuing  effect  on  patients, 
managed  care  when  it  is  not  done  right,  and  a host  of  other  issues. 
After  relating  those  things  1 changed  my  mind  after  giving  the  ques- 
tion real  thought  and  noted  the  greatest  challenge  to  physicians  to- 
day as  it  has  been  for  many  years  is  that  of  unity.  Without  a doubt  at 
times,  physicians  and  physician  organizations  tend  to  be  their  own 
worst  enemy.  Unity  cannot  be  legislated,  it  can't  be  dictated,  it  can’t 
be  bought.  Unity  must  come  from  within  the  individuals  who  desire 
to  see  their  profession  preserved.  As  long  as  medicine  allows  itself 
to  pit  private  practitioner  against  employed  practitioner,  generalists 
against  specialists,  fee  for  service  against  capitation,  or  rural  practi- 
tioner against  urbanite,  many  would  say  we  deserve  what  we  get. 

While  we  may  face  extreme  difficult  challenges,  we  also  have 
the  intelligence  and  dedication  to  resist  the  continued  erosion  of  the 
profession.  1 firmly  believe  that  physicians  who  put  their  energy  and 
time  into  solving  their  problems  will  eventually  make  things  better 
for  themselves.  If  we  tend  to  dwell  on  being  part  of  the  problem, 
then  we  may  well  see  the  profession  decline. 

I know  your  Board  of  Trustees,  your  staff,  and  the  leaders  of 
your  component  societies,  want  to  be  part  of  the  solutions.  What 
they  need  is  the  individual  members  support,  cooperation  and  in- 
volvement in  accomplishing  solution-based  goals. 

The  lifeblood  of  any  association  is  its  members.  1 will  continue 
to  give  you  a snapshot  of  our  membership  in  this  annual  report  as 
was  done  by  my  predecessor.  You  will  note  the  five-year  history  of 
our  membership  toward  the  end  of  this  report  and  see  that  we  are 
relatively  stable  as  things  relate  to  total  membership.  However,  in 
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TMA  MEMBERSHIP  REPORT 
As  of  December  31,  1995 


1996  PROJECTED  INCOME  AND  EXPENDITURES 


1995 

1994 

1993 

1992 

1991 

Dues  Paying  Active  Members 

5,085 

5,121 

5,078 

5,140 

5,116 

Dues  Paying  Resident  Members 

85 

77 

71 

78 

84 

Dues  Exempt  Members 

1,586 

1,400 

1,393 

1,322 

1,163 

Veteran  Members 

(636) 

(599) 

(506) 

(487) 

(544) 

Military,  Disabled  & Retired 

(400) 

(372) 

(446) 

(426) 

(389) 

Student  Members 

(550) 

(429) 

(441) 

(409) 

(230) 

TOTAL 

6,756 

6,598 

6,542 

6,540 

6,363 

Deaths 

33 

62 

49 

57 

42 

AMA  Members  from  Tennessee: 


TMA  Members 

4,806 

TMA  Direct  Members 

220 

Total  AMA  State  Members 

5,026 

Non-AMA  State  Members 

1.671 

STATE  TOTAL 

6,697 

75%  of  TMA  members  are  AMA  members 

this  day  and  time  stable  is  not  acceptable.  We  continue  to  fail  in 
getting  younger  physicians  to  join  the  Association  and  their  peers. 

Lastly,  the  accompanying  graphic  gives  a quick  review  of  the 
projected  income  and  expenditures  for  1996  as  developed  by  the 
Finance  Committee  and  approved  by  the  Board  of  Trustees.  This 
represents  the  largest  budget  ever  for  the  TMA.  Without  our  diverse 
revenue  sources,  in  particular  the  dividend  from  TMA  Physician  Ser- 
vices, Inc.,  dues  would  have  to  continue  to  escalate  to  meet  our 
financial  demands.  With  the  continued  watchful  eye  of  the  Finance 
Committee,  the  TMA  will  remain  a stable  and  growing  organization 
and  will  meet  the  needs  of  its  members. 

Again,  the  Association’s  staff  values  the  trust  you  place  in  us  to 
represent  the  profession  and  carry  out  the  policies  and  work  plan 
you  have  chosen. □ 


1996 

ESTIMATED  INCOME 
$2,579,400 


AMA  Dues  Administration 
$32,000 


$2,579,400 


i 


j MOVING?  Send  Us  Your  Address  { 

Please  notify  us  six  weeks  in  advance. 

| Old  Address  I 

I Name j 

| Address | 

| City/State/Zip | 

| New  Address  ' 

! Address  < 

s City/State/Zip 

! Effective  Date  of  New  Address  I 

I I 

j Send  to:  TMA,  PO  Box  120909,  Nashville,  IN  37212-0909 

i — J 
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Annual  Award  Presentations 


Tennessee’s  Outstanding  Physician  of  the  Year 


The  TMA  House  of  Delegates  elected  F.  Houston  Lowry,  MD,  of  Madisonville,  as  the  1996  Outstanding 
Physician  of  the  Year  at  the  161st  TMA  Annual  Meeting  in  Knoxville. 


Dr.  F.  Houston  Lowry  Jr., 

a certified  diplomate  of  the 
American  Board  of  Family 
Practice,  has  maintained  a pri- 
vate family  medicine  practice  in 
Madisonville,  Tennessee,  since 
1955.  He  was  nominated  to  re- 
ceive this  honor  by  his  fellow 
members  in  the  Monroe  County 
Medical  Society  for  his  life- 
long dedication  to  medicine,  his 
patients,  and  the  citizens  of 
Monroe  County. 

A graduate  of  the  University 
of  Tennessee  College  of  Medi- 
cine in  1953,  Dr.  Lowry  re- 
ceived his  undergraduate  degree  from  Maryville  College  in 
Maryville. 

Following  his  graduation  from  medical  school,  he  entered  his 
internship  in  North  Carolina.  During  that  time,  he  contracted  polio. 
Despite  his  handicap.  Dr.  Lowry  finished  his  internship  and  returned 


to  Madisonville  to  open  a medical  practice  in  the  town  where  he  had 
grown  up. 

Dr.  Lowry  practiced  in  Madisonville  until  1977  and  left  briefly 
to  serve  on  the  medical  staff  of  the  Veterans  Administration  Hospi- 
tal in  Nashville  through  1979.  He  returned  to  Madisonville  where  he 
continues  to  operate  his  solo  practice  today. 

In  addition  to  his  medical  service  to  Monroe  County  and  patients 
from  surrounding  areas,  he  has  served  in  countless  civic  leadership 
roles  in  his  community,  statewide,  and  within  the  Tennessee  Medi- 
cal Association.  He  is  a director  of  the  Bank  of  Madisonville,  serves 
on  the  Board  of  the  Great  Smoky  Mountain  Gatlinburg  Highland 
Games,  is  deeply  involved  in  scouting  leadership  activities,  has  served 
as  team  doctor  for  the  local  high  school  for  more  than  30  years,  has 
been  a member  of  the  county  board  of  health  and  county  court,  and 
was  chief  of  staff  of  the  Sweetwater  Hospital  from  1982-1984. 

In  the  TMA,  Dr.  Lowry  has  directed  the  Community  and  Rural 
Health  Programs  across  the  state  for  25  years,  has  served  on  many 
different  committees,  and  has  served  as  a delegate  to  the  TMA  from 
Monroe  County  for  many  years.  For  his  contributions  to  the  TMA 
and  to  medicine  in  his  community,  Dr.  Lowry  received  the  TMA 
Distinguished  Service  Award  in  1993. 


Lowry 


Distinguished  Service  Awards 


The  Distinguished  Service  Award,  established  in  1964,  is  presented  annually  by  the  TMA  Board  of  Trustees 
to  member  physicians  in  recognition  of  outstanding  service  or  contribution  to  the  advancement  of  medical 
science,  the  TMA,  or  the  public  welfare,  whether  civic  or  scientific  in  nature.  At  TMA's  161st  Annual 
Meeting  in  Knoxville,  TMA  Board  Chairman  Charles  T.  Womack,  MD,  presented  two  worthy  recipients  with 
this  prestigious  award. 


Jerre  M.  Freeman,  MD,  a 

Memphis  ophthalmologist,  was 
nominated  for  this  year’s  award 
for  his  continuing  work  with  the 
World  Cataract  Lens  Project,  an 
international  nonprofit  health 
organization  which  focuses  on 
cataract  blindness  in  the  de- 
veloping countries  around  the 
world. 

In  1978,  Dr.  Freeman  cre- 
ated a worldwide  organization 
to  restore  the  sight  to  those  pa- 
tients blinded  by  cataracts 
through  teaching,  service,  and 
research.  Today,  he  still  serves 
as  chairman  of  the  Project. 
Through  his  continued  work  with  the  Mission  Cataract  USA  pro- 
gram, Dr.  Freeman  helps  to  provide  free  screenings  and  cataract 
surgeries  for  patients  who  have  no  insurance  or  means  to  pay. 

Last  year.  Dr.  Freeman  hosted  three  Chinese  ophthalmologists 
for  a four-month  study  period  to  learn  new  techniques  in  cataract 


surgery  and  intraocular  lens  implantation.  He  also  led  a 23-member 
team  of  medical  personnel  to  Mexico  to  provide  free  screenings  and 
eye  surgery  for  disadvantaged  natives  in  the  region. 

Not  only  did  Dr.  Freeman  give  of  his  time  and  talents,  he  also 
funded  the  participation  of  three  other  team  members.  In  total,  more 
than  500  patients  were  screened  and  100-plus  surgeries  were  per- 
formed during  their  mission  to  Mexico. 

He  received  his  medical  degree  from  the  University  of  Tennes- 
see in  1963  and  completed  his  ophthalmology  residency  in  1967.  He 
completed  his  Heed  Fellowship  at  Harvard  Medical  School  in  1968, 
and  in  1975  received  specialized  intraocular  lens  implantation  train- 
ing from  Dr.  C.D.  Binkhorst  in  the  Netherlands. 

Prior  to  entering  medical  school.  Dr.  Freeman  received  his  bach- 
elors degree  in  mechanical  engineering  while  on  a naval  scholarship 
at  Auburn  University.  Upon  graduation,  he  was  a US  Navy  pilot 
from  1956  to  1959. 

In  private  practice  since  1968,  Dr.  Freeman  is  founder  and 
chairman  of  the  Memphis  Eye  and  Cataract  Associates  (MECA), 
an  outpatient  ophthalmic  surgical  center,  the  first  of  its  kind  in 
Tennessee.  He  specializes  in  cataract  surgery,  microsurgery  of  the 
anterior  segment  of  the  eye,  intraocular  lens  implants,  and  refrac- 
tive surgery. 


Freeman 
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Jay  B.  Mehta,  MD,  FCCP,  a 

pulmonologist  in  Johnson  City, 
received  this  year’s  award  for  his 
continuing  work  to  eradicate  all 
strains  of  tuberculosis  (TB)  not 
only  in  the  tri-cities  area  but 
across  the  state  and  nationally. 

The  members  of  the  Washing- 
ton-Unicoi-Johnson  County  Medi- 
cal Association  whole-heartedly 
believe  that  the  incidence  of  TB 
has  decreased  among  the  popu- 
lation in  East  Tennessee  due  to 
Dr.  Mehta’s  efforts  for  the  past 
20  years.  More  specifically,  Dr. 
Mehta’s  work  with  the  TB  Con- 
trol Program  since  1994  has  re- 
sulted in  a total  eradication  of  drug  resistant  TB  in  East  Tennessee.  In 
1991,  1992,  and  1993,  the  percentage  of  drug-resistant  TB  was  about 
7%.  In  1994,  there  were  no  recorded  cases  in  the  region. 

Dr.  Mehta  came  to  the  Johnson  City  area  in  the  late  1970s,  and  it 
was  then  that  he  began  a career  fighting,  studying,  and  teaching  about 
TB.  Since  that  time,  he  has  chaired  and  worked  on  countless  commit- 


tees and  task  forces  dealing  with  TB  and  other  public  health  issues. 

Currently  Professor  of  Medicine  in  the  Department  of  Internal 
Medicine  at  Quillen  College  of  Medicine  at  East  Tennessee  State 
University,  he  is  also  the  Director  of  Pulmonary  Teaching  Services 
at  the  Johnson  City  Medical  Center  Hospital  and  is  a member  of  a 
private  pulmonary  practice  group.  His  physician  colleagues  credit 
him  for  bridging  the  “town  and  gown’’  gap  within  the  medical  com- 
munity that  sometimes  exists  between  physicians  in  private  practice 
and  teaching  physicians. 

Due  to  Dr.  Mehta’s  efforts,  the  Tennessee  Department  of  Health 
and  the  TB  Control  Program  received  an  educational  grant  for  ap- 
proximately $15,000  for  a first-of-its-kind  statewide  symposium  on 
TB  that  took  place  this  March,  with  more  than  350  physicians  and 
nurses  attending.  Also,  he  continually  helps  to  secure  national 
speakers  and  noted  visiting  professors  to  further  elevate  the  educa- 
tion of  the  citizens  and  physicians  of  the  region. 

Born  in  India,  Dr.  Mehta  received  his  medical  degree  in  1969 
from  the  Government  Medical  College  in  Baroda,  India.  He  com- 
pleted his  internal  medicine  residency  at  the  Veterans  Administra- 
tion Hospital  in  Northport,  N.Y.  in  1974,  and  his  fellowship  in  pul- 
monary medicine  in  1976.  In  1977,  he  completed  a tuberculosis  and 
chest  fellowship  in  Denver.  He  is  board  certified  in  Internal  Medi- 
cine and  Pulmonary  Medicine. 


Mehta 


Community  Service  Awards 

Each  year  since  1976,  the  Tennessee  Medical  Association  has  been  privileged  to  present  its  Community 
Service  Award  to  citizens  who  have  made  contributions  to  their  community  and  state  in  the  field  of  health 
care.  At  the  TMA's  161st  Annual  Meeting  in  Knoxville,  TMA  Board  of  Trustees  Chairman  Charles  T. 
Womack,  MD,  presented  the  awards  to  this  year’s  recipients  for  their  efforts  to  promote  better  general 
health  and  well-being  in  their  respective  communities. 


Mrs.  Bena  Cates  was  nomi- 
nated for  this  year’s  award  by 
the  Memphis  & Shelby  County 
Medical  Society  for  creating  the 
Good  Samaritan  Awards,  her 
dedication  to  the  Church  Health 
Center  (CHC),  and  for  her  gen- 
eral volunteer  contributions  to 
her  community. 

She  currently  serves  as  the 
assistant  to  the  director  of  the 
CHC  and  directs  special 
projects  and  fundraising  events. 
Among  the  special  events 
which  she  established  is  the 
Good  Samaritan  Awards  Pro- 
gram, created  to  recognize  out- 
standing contributions  to  the  local  health  care  community  that  might 
otherwise  go  unnoticed.  The  CHC  is  a health  care  ministry  which 
provides  needed  health  care  services  to  the  indigent  population  of 
Memphis  with  the  volunteer  help  of  the  medical  community.  The 
CHC  received  the  1988  TMA  Community  Service  Award. 

In  addition  to  her  work  with  the  CHC’s  Good  Samaritan  Awards, 
she  has  been  a driving  force  behind  many  organizations  that  help  to 
fund  special  scholarships  for  the  needy  in  Memphis.  She  helped 
create  the  Metropolitan  Interfaith  Association’s  (MIFA)  Develop- 
ment Board  and  founded  the  Brooks  Anderson  Memorial  Scholar- 
ship for  the  Memphis  Academy  of  Art. 


The  Mid-South  Minority  Business  Council  also  has  benefited 
from  Mrs.  Cates’  volunteer  spirit.  She  helped  originate  the  Council's 
Partners  Program,  which  brings  minority  and  majority  businesses 
together.  For  her  efforts  to  create  the  program,  she  recently  received 
the  Council’s  Distinguished  Volunteer  Award. 

Mrs.  Evelyn  Overholt  was  nominated  for  this  year’s  award  by 
the  members  of  the  Knoxville  Academy  of  Medicine  for  her  direc- 
tion of  a pilot  project  to  create  the  East  Tennessee  Foundation 
Youth  Leadership  Program  and  the  creation  of  the  High  School 
Parenting/Preschool  Learning  Center  in  Knox  County. 

The  pilot  project  to  establish  the  East  Tennessee  Foundation 

Youth  Leadership  Program  has 
taken  three  years  to  complete. 
The  program  is  designed  to 
teach  leadership  skills  to  se- 
lected high-risk  tenth  grade  high 
school  students.  It  is  comprised 
of  two  components:  (1)  a 
monthly  seminar  which  teaches 
leadership  skills  and  (2)  student 
projects  at  individual  schools. 

The  program’s  focus  is  to 
provide  students  with  the  oppor- 
tunity to  interact  with  others 
outside  of  their  school  environ- 
ment, building  on  their  abilities 
to  manage  and  overcome  adver- 


Cates 


Overholt 
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sities  and  to  learn  from  each  other.  Since  its  completion,  the  project 
has  been  turned  over  to  the  Greater  Knoxville  Chamber  of  Com- 
merce as  a focus  project. 

Mrs.  Overholt  founded  the  Rule  High  School  Parenting/Pre- 
j school  Learning  Center  which  is  now  recognized  as  a model  pro- 
gram by  the  State  of  Tennessee.  The  Learning  Center  is  designed  to 
assist  and  teach  adolescent  parents  and  their  children  proper 
parenting  and  social  skills.  For  establishing  the  Learning  Center,  she 
received  an  award  from  the  American  Home  Economics  Priority 
Issue  Subcommittee  on  Single  Parenting. 

Though  serving  as  president  of  the  TMA  Alliance  during  the 
past  year,  she  makes  time  to  continue  her  work  as  a consultant  to  the 
Knox  County  School  System  and  the  East  Tennessee  Foundation,  as 
well  as  her  volunteer  work  for  the  Salvation  Army,  the  United  Way, 
and  the  Foil  Sanders  School  of  Nursing. 

Mrs.  Overholt  has  received  other  awards  for  her  volunteerism 
and  community  contributions  including  the  University  of 
Tennessee’s  Women  of  Achievement  Award,  the  Beta  Sigma  Phi 
First  Lady  of  Knoxville  Award,  the  YWCA  Tribute  to  Women 
Award,  Humanities,  and  was  chosen  for  the  inaugural  class  for  Ten- 
nessee Leadership  in  1990. 

Comprehensive  Care  Center  of  Nashville  (CCC)  is  a regional 
organization  dedicated  solely  to  the  treatment  of  HIV  and  AIDS 
patients  from  Middle  Tennessee,  Northern  Alabama,  and  Southern 
Kentucky.  The  Nashville  Academy  of  Medicine  nominated  the  CCC 
for  this  year’s  Award  in  recognition  of  its  ability  to  anticipate  and 
accommodate  the  medical  needs  of  these  special  patients. 

The  CCC  opened  its  doors  in  1994  under  the  direction  of  Dr. 
Stephen  Raffanti.  Dr.  Raffanti  came  to  Nashville  in  1992  as  associ- 
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Maier  & Raffanti 


ate  professor  of  medicine  at 
Vanderbilt  University  Medical 
Center  and  was  the  director  of 
AIDS  Services  with  Nashville’s 
Metro  Department  of  Public 
Health. 

Soon  he  realized  that  Nash- 
ville lacked  the  proper  facilities 
to  care  for  the  growing  number 
of  HIV/AIDS  patients  seeking 
treatment  and  alerted  the  mayor 
of  Nashville.  A task  force  was 
created  to  study  the  needs  of 
Nashville  and  Middle  Tennes- 
see in  1993  and  recommended 
that  a comprehensive,  outpa- 
tient facility  exclusively  for  the  treatment  of  HIV/AIDS  patients  be 
established  immediately.  On  that  recommendation,  a foundation  was 
created  that  ultimately  led  to  the  opening  of  the  CCC. 

Due  to  the  CCC’s  central  location,  it  currently  serves  patients 
from  50  of  Tennessee’s  95  counties  as  well  as  patients  from  Ala- 
bama and  Kentucky.  Early  projections  estimated  that  the  CCC 
would  treat  600  patients  during  its  first  year.  The  Center  exceeded 
its  expectations  and  served  800  patients  in  its  first  ten  months  and 
1,100  in  the  first  18  months.  Currently  the  CCC  receives  30  to  40 
new  patients  a month. 

In  addition  to  medical  services,  the  CCC  addresses  the  educa- 
tional, social,  legal,  emotional  and  spiritual  aspects  that  the  disease 
creates  for  patients.  The  award  was  accepted  by  Dr.  Stephen 
Raffanti  and  Anne  Maier. □ 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and 
nurses.  Benefits  include  continued  education,  a retirement 
plan,  and  the  pride  that  comes  from  serving  your  country. 
Certain  critical  care  specialists  (including  residents)  may 
qualify  for  financial  bonuses  and  flexible  drilling  schedules. 
Call: 

1-800-443-6419 

You  and  the  Naval  Reserve.  Full  Speed  Ahead. 
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Co-uial  Living  like 
do  where  like  in  the  World 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina  s fastest 
sell 7 i ig  properties . 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock," 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


TMA  Annual  Meeting  Highlights 
Knoxville — April,  1996 


Outgoing  TMA  President  Robert  E.  Bowers,  Chattanooga  (left) 
turning  over  gavel  to  incoming  president  Dr.  Richard  M. 
Pearson,  Memphis. 


Medicine  and  Religion  Break- 
fast speaker  Rev.  Kenneth 
Robinson,  MD. 


Dr.  Yank  Cobble,  AMA 
Board  member,  addressed 
the  TMA/TSIM  Luncheon. 


Newly  elected  president-elect  Dr.  R.  Benton  Dr.  and  Mrs.  Richard  M.  Pearson  and  Dr.  and  Mrs.  Robert  E.  Bowers 

Adkins,  Nashville  (left)  with  Dr.  John  B.  Thomison,  enjoy  the  President’s  Evening. 

Nashville,  editor  of  Tennessee  Medicine. 


Members  found  some  time  for  fun  at  Egwani  Farms  to  play  in  the  Second  Annual  Incoming  president  Dr.  Richard  M.  Pearson 
TMA  Association  Insurance  Agency  Golf  Tournament.  addressing  the  President's  evening  guests. 
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1 99G  TMA  ANNUAL  MEETING  — HOUSE  OF  DELEGATES  COMPOSITION 
FIRST  SESSION:  APRIL  1 1— SECOND  SESSION:  APRIL  14 


EX-OFFICIO  MEMBERS 


President  

President-Elect . 
Vice-President  . 
Vice-President 
Vice-President 


David  R.  Barnes,  MD 

Virgil  H.  Crowder  Jr.,  MD 

James  Chris  Fleming,  MD 

David  K.  Garriott,  MD,  Vice-Chairman 

William  B.  Harwell  Jr.,  MD 

Clark  E.  Julius,  MD 

Robert  D.  Kirkpatrick,  MD 

Michael  A.  McAdoo,  MD,  Sec/Treas. 

Ronald  E.  Overfield,  MD 

Thurman  L.  Pedigo,  MD 

Charles  T.  Womack,  MD,  Chairman 

Phillip  E.  Wright  II,  MD 


1st  District .... 
2nd  District .. 
3rd  District 
4th  District .... 
5th  District  , 

6th  District 

7th  District 

8th  District 

9th  District  . 
10th  District ... 


Charles  Ed  Allen,  MD 

Allen  S.  Edmonson,  MD,  Chairman 

Hugh  Francis  Jr.,  MD 

Francis  W.  Gluck  Jr.,  MD 

Clarence  R.  Sanders,  MD 


John  H.  Burkhart,  MD 
J.  Kelley  Avery,  MD 
David  H.  Turner,  MD 
John  B.  Dorian,  MD 
George  A.  ZirkleJr.,  MD 
Thomas  K.  Ballard,  MD 
James  R.  Royal,  MD 
James  T.  Galyon,  MD 
John  B.  Thomison,  MD 
Hamel  B.  Eason,  MD 
Charles  W.  White.  MD 


OFFICERS 

First 

Second 

Session 

Session 

Robert  E.  Bowers.  MD 

Present 

Present 

Richard  M Pearson.  MD 

Present 

Present 

Sam  J.  Williams  III,  MD 



Present 

Warren  F McPherson.  MD 



Neal  S Becklord.  MD 

— 

Present 

BOARD  OF  TRUSTEES 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

— 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

COUNCILORS 

..  Jere  W.  Ferguson,  MD 



Present 

. John  E DePersio.  MD 



Walter  D Parkhurst.  MD 



A Austin  Jones.  MD 



Theresa  T Moinson.  MD 
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MCMINN  
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SCOTT 

SEVIER* 
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...  John  J.  Ingram  III,  MD 
Robert  D.  Proffitt,  MD 
...  Nancy  M,  Blank,  MD 
Stephen  W.  Jackson,  MD 
...  L.J.  Seargeant  Jr„  MD 
. Tedford  S.  Taylor,  MD 
...  L.  Diane  Allen,  MD 
Ronald  C.  Brooksbank,  MD 
Channappa  Chandra,  MD 
Philip  J.  Dugan,  MD 
Sharon  Farber,  MD 
John  W.  McCravey,  MD 
Frank  J.  Miller,  MD 
Terry  Melvin,  MD 
William  E.  Rowe,  MD 
Jeanne  Scanland,  MD 
Molly  R.  Seal,  MD 
Charles  W.  Sienknecht,  MD 
..  Edward  P.  Capparelli,  MD 
..  Robert  Nichols.  MD 
..John  C.  Boys,  MD 
Ronald  A.  Cole,  MD 
..  Charles  D.  Huffman,  MD 
..  H.  Grady  Arnold  Jr.,  MD 
Marjorie  B.  Barron,  MD 
John  H.  Bell,  MD 
Leon  J.  Bogartz,  MD 
Leonard  A.  Brabson,  MD 
John  M.  Burkhart,  MD 
Peter  W.  Carter,  MD 
David  G.  Gerkin,  MD 
W.  Don  Horton  II,  MD 
Michael  D.  Kropalik,  MD 
John  W.  Lacey  III,  MD 
F Neal  Peebles,  MD 
Karen  T.  Rader,  MD 
John  D.  Simmons,  MD 
William  F Terry,  MD 
George  H.  Wood,  MD 
.Jim  Barham,  MD 
Charles  S.  Fulk,  MD 
..  Clyde  S.  Martin,  MD 
. Eric  A.  DeFreitas,  MD 
..  Elaine  M Bunick,  MD 
Robert  R.  Casey,  MD 
Mary  Headrick,  MD 
. Sven  0.  Spjuth,  MD 

. Richard  Baker,  MD 
David  R.Ginn,  MD 
Edith  Jarboe,  MD 
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John  B.  Bond  Sr.,  MD 
Reuben  A.  Bueno,  MD 
Robert  S.  Collins,  MD 
Jan  S.  DeLozier,  MD 
Karen  B.  Duffy,  MD 
Roy  0.  Elam  III,  MD 
John  C.  Frist  Jr.,  MD 
F.  Anthony  Greco,  MD 
Perry  F.  Harris,  MD 
Robert  W.  Herring,  MD 
James  M High,  MD 
John  E.  Keyser  III,  MD 
John  W.  Lamb,  MD 
Dana  L.  Latour,  MD 
Russell  B Leftwich,  MD 
Malcolm  R.  Lewis,  MD 
David  E.  McKee,  MD 
Frank  A.  Perry  Jr . MD 
Ann  H.  Price,  MD 
Ronald  E Pruitt,  MD 
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News  and  Views 


Sst# 

■■3 


In  Memoriam 


fan 

f 

w Robert  C.  Christensen,  age  80.  Died  March  25,  1996.  Graduate 
of  University  of  Michigan  Medical  School.  Member  of  Sullivan 
County  Medical  Society. 

--3T 

James  O.  Fields,  age  79.  Died  March  22,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Con- 
solidated Medical  Assembly  of  West  Tennessee. 


a Albert  Brant  Lipscomb  Sr.,  age  76.  Died  April  7,  1 996.  Graduate 
a of  Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 


i Cooper  Holtzclaw  McCall,  age  84.  Died  April  3,  1996.  Gradu- 
ate  of  Johns  Hopkins  University  School  of  Medicine.  Member 
of  Chattanooga-Hamilton  County  Medical  Society. 


i 

i 

i 


James  C.  Prose,  age  77.  Died  March  26,  1996.  Graduate  of  Tulane 
Medical  School.  Member  of  Knoxville  Academy  of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 


MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Herman  A.  CrislerJr.,  MD,  Memphis 
Amy  B.  Stevens,  MD,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

David  B.  Birnbaum,  MD,  Clarksville 
Noshir  A.  DaCosta,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Gregg  P.  Allen,  MD,  Nashville 
Inez.  B.  Bounds,  MD,  Nashville 
Martha  J.  Butterfield,  MD,  Nashville 
Stephen  B.  Cantrell,  MD,  Nashville 
Jeremy  H.  Freeman,  Nashville  (student) 

EdwardS.  Mackey,  MD,  Nashville 
Kevin  J.  Myers,  MD,  Nashville 
Kimberly  A.  Thomasson,  MD,  Nashville 
Ellen  P.  Wright,  MD,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Vincent  L.  Fromke,  MD,  Livingston 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Craig  J.  Maltman,  MD,  Cookeville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Ramesh  Dowray,  MD,  Oak  Ridge 
Paul  J.  Gurecki,  MD,  Oak  Ridge 
James  E.  Lynch,  MD,  Oak  Ridge 


BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

John  B.  Phillips,  MD,  Parsons 


SCOTT  COUNTY  MEDICAL  SOCIETY 

Mohammad  El-Baba,  MD,  Oneida 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Daniel  C.  Grizzle,  MD,  Flintstone  GA 
Deanna  R.  Nabors,  MD,  Chattanooga 
W.  Michael  Tew,  MD,  Chattanooga 
Barbara  M.  Vealey,  MD,  Chattanooga 


SULLIVAN  COUNTY  MEDICAL  SOCIETY 

John  R.  Hereford,  MD,  Kingsport 
Lidia  L.  Kao,  MD,  Kingsport 
Thomas  H.  Price,  MD,  Kingsport 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Robert  S.  Lazar,  MD,  Covington 


CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Christopher  D.  Climaco,  MD,  Crossville 


WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Daniel  S.  Weikert,  MD,  Nashville 


CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

David  Jacob,  MD,  Dyersburg 
Susan  S.  Lowry,  MD,  Martin 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Gary  L.  Cooper,  MD,  Knoxville 
Patrick  M.  Dooley,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Steven  ./.  Addonizio,  MD,  Knoxville 
Michael  W.  Bratton,  MD,  Morristown 
Stuart  E.  Lowenkron,  MD,  Morristown 
Sunil  T.  Ramaprasad,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Karen  L.  Hunt,  MD,  Franklin 
John  O.  Simmons,  MD,  Columbia 
Richard  G.  Slade,  MD,  Columbia 
Diana  C.  Talpos,  MD,  Spring  Hill 


Personal  News 


Jesse  Cannon  Jr.,  MD,  Covington,  has  been  elected  to  Fellowship 
in  the  American  College  of  Physicians. 

Pope  B.  Holliday  Jr.,  MD,  Chattanooga,  received  the  Senior 
Pediatrician  of  the  Year  Award  from  the  Tennessee  Chapter  of 
the  American  Academy  of  Pediatrics/Tennessee  Pediatric  Society. 

Sarah  H.  Sell,  MD,  Nashville,  one  of  only  two  women  in  her 
medical  school  class  in  1944,  received  the  prestigious  Athena 
Award,  recognizing  her  professional  accomplishments  and 
community  involvement. 

Stephen  E.  Woodley,  MD,  Kingsport,  has  been  certified  as  a dip- 
lomate  in  medical  oncology. 
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AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  March,  1996.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two,  or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of  Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1;  for  the  three-year  award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1.  Each  application  for  the  PRA  must  also  verify  participation  in  Category  2 CME  activities. 


Lisa  A.  Altieri,  MD,  Nashville 
Susan  H.  Bry'ant,  MD,  Nashville 
Ramon  L.  Carroll,  MD,  Jamestown 
James  P.  Craig,  MD,  Elizabethton 
Arlene  J.  Donowitz,  MD,  Chattanooga 
Jordan  W.  Eggers,  MD,  Memphis 
Charles  T.  Faulkner,  MD,  Nashville 
Edduyn  A.  Figueroa,  MD,  Jackson 
John  C.  Frist,  MD,  Nashville 
Julian  C.  Heitz,  MD,  Nashville 


John  D.  Jones,  MD,  Brentwood 
Rogelio  D.  Martinez,  MD,  Nashville 
Sarada  N.  Misra,  MD,  Knoxville 
Ronald  E.  Overfield,  MD,  Nashville 
Howard  C.  Pomeroy,  MD,  Nashville 
Samuel  B.  Rutledge,  MD,  Nashville 
John  B.  Thomison  Jr.,  MD,  Nashville 
Gregory  R.  Weaver,  MD,  Nashville 
Ralph  E.  Wesley,  MD,  Nashville 
Rodger  J.  Zwemer,  MD,  McMinnville 


Board  of  Medical  Examiners 


Minutes  - March,  1996 

Name:  Gordon  Hoppe,  MD  (Greeneville) 

Violation:  Inappropriate  prescribing  and/or  overprescribing. 
Action:  Per  agreed  order,  license  placed  on  probation  for  two 
years;  must  keep  a log  of  all  scheduled  drugs;  must  maintain  the 
advocacy  of  the  Impaired  Physician  Program;  must  attend 
additional  courses  on  prescribing  medications  to  patients;  may 
not  take  any  new  patients  in  his  practice;  must  have  an 
addictionologist  or  other  appropriate  specialist,  on  a consulting 
basis,  review  patient  files. 

Name:  Alexander  E.  Horwitz,  MD  (Murfreesboro) 

Violation:  Overprescribing. 

Action:  Per  agreed  order,  must  permanently  surrender  DEA 
certificate;  license  restricted  to  his  current  role  as  a consultant  to 
Student  Health  Services  at  Middle  Tennessee  State  University; 
may  not  practice  medicine  in  any  other  setting  at  any  point  in  the 
future;  must  continue  contract  with  the  Impaired  Physician 
Program;  must  attend  the  Tennessee  Medical  Association’s 
overprescribing  course. 

Name:  Karen  J.  Smiley,  MD  (Chattanooga) 

Violation:  Unprofessional  and  unethical  conduct;  pattern  of 
continued  and  repeated  malpractice  and  incompetence  in  the 
course  of  medical  practice. 

Action:  License  suspended  pending  her  completion  of  a two- 
year  ACGME  accepted,  recognized  residency  training  program; 
must  set  an  appointment  with  the  Tennessee  Medical  Foundation 
and  submit  to  an  evaluation,  if  so  recommended. 

Name:  John  R.  Wickman,  MD  (Cordova) 

Violation:  Violation  of  probationary  agreement. 

Action:  Reprimanded. 


CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with 
patients,  participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Center 
Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferenees/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

July  15-19  Contemporary  Clinical  Neurology — Hilton  Head IsLS.C. 
Aug.  8-9  Endoscopic  Sinus  Surgery  and  Revision  Surgery  Workshop 

Aug.  15-16  1st  Clinical  Oncology  Symposium 
Sept.  25-28  Puimonary/Critical  Care  Medicine — Destin,  Fla. 

Oct.  18-19  Laryngeal  Video  Endostroboscopy  Workshop 
Nov.  13-16  2nd  Neonatology  Symposium — Asheville.  N.C. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 
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University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

July  22-27  Contemporary  Issues  in  Obstetrics  and  Gynecology — 
Destin,  Fla. 

Aug.  17-22  Pharmacology  of  Thermoregulation 

Sept.  19-20  28th  Conference  on  the  Mother,  Fetus,  and  Newborn 


Knoxville 

Hormone  Replacement  Conference 
Internal  Medicine  Conference — Gatlinburg 
Genetics  Conference 

18th  Obstetric  Office  Ultrasound  Workshop 
16th  Smoky  Mountains  Ob/Gyn  Seminar — Gatlinburg 
New  Concepts  in  the  Treatment  of  Cardiac  Disorders 
Pediatric  Trauma  Conference 
Perinatal  Update  '96 — Gatlinburg 
For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Sept.  6 
Sept.  15-17 
Oct.  11-12 
Oct.  14-16 
Oct.  28-30 
Nov.  15-16 
Nov.  18-19 
Dec.  3-5 


St.  Thomas  Hospital— Nashville 

Continuing  Education  Schedule 

Sept.  21  Contemporary  Topics  in  Surgical  Pathology  X:  A Pot 
Pourri  of  Surgical  Pathology 

For  information  contact  Registration  Secretary,  St.  Thomas 
Hospital,  (615)  222-2007. 


KINGSPORT 


We've  Got  Tennessee  Covered! 

Whether  you  live  in  the  nation's  heart  of 
country  music,  enjoy  the  cultural  and 
recreational  pleasures  afforded  by  a major 
metropolitan  area,  or  simply  enjoy  the 
tranquility  of  the  rural  South,  we  have  an 
opportunity  that's  right  for  you. 

Our  contracted  physicians  enjoy  competitive 
compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 

If  Tennessee  is  where  you  want  to  practice, 
we  have  an  opportunity  that  suits  your 
needs.  For  more  information  about 
opportunities  with  Team  Health,  please 
call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-342-2898 

TEAM 

HEALTH 


ATHENS  LOUDON  DICKSON  KNOXVILLE  SEWANEE 


Availability  of 
Physicians'  Directory 

The  Board  of  Medical  Examiners  is  making 
available  to  licensed  physicians  a directory  of  all 
physicians  currently  licensed  in  the  State  of 
Tennessee.  This  directory  is  an  alphabetical 
listing  and  contains  the  licensee's  last  name,  first 
name,  middle  initial,  generational  index  (Jr.,  Sr., 
etc.),  mailing  address,  and  business  phone.  When 
the  specialty  of  the  licensee  has  been  provided,  it 
is  also  included. 

The  directory  listing  will  be  accessed  from  our 
computer  files  and  will  be  periodically  updated  to 
guarantee  that  the  data  is  as  current  as  possible. 

Cost  for  this  directory  will  be  $10.00.  This  will 
cover  all  costs  associated  with  handling  and 
shipping.  Please  limit  each  request  to  one  copy. 
Multiple  copies  requested  by  a single  licensee 
will  not  be  processed.  All  requests  should  be 
submitted  on  the  attached  order  form 
accompanied  by  a check  or  money  order  for 
$10.00.  Sorry,  no  c.o.d.'s.  Also,  directories  must 
be  mailed  to  a current,  complete  mailing  address; 
no  P.O.  boxes  will  be  accepted. 


06)001 -$10.00 

PHYSICIAN 

DIRECTORY  REQUEST  FORM 

LICENSE  NO. 

NAME 

LAST  FIRST  M.I. 

ADDRESS 


*##**^q  p q boxes***** 

Check  or  money  order  made  payable  to: 

TENNESSEE  BOARD  OF  MEDICAL 
EXAMINERS 

Mail  form  accompanied  by  payment  to: 
Tennessee  Board  of  Medical  Examiners 
c/o  Darrell  Collier 
283  Plus  Park  Boulevard 
Nashville,  TN  37247-1010 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greenville,  Nashville,  Memphis, 
Bolivar  and  Arlington.  Salary  potential  up  to  $140,000  based  on  specialty  and  experience. 
Preferred  specialty  in  Psychiatry,  Internal  Medicine,  or  Family  Practice,  will  consider  other 
specialties. 

SEND  RESUME  OR  CONTACT 

Mike  Flynn,  Superintendent 
*Clovcr  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-  5396 

Lee  Thomas,  Superintendent 
*Lakcshorc  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
FAX:  (423)  450-5203 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
1 1293  Mcmphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Russell  Vattcr,  Superintendent 
* Moccasin  Bend  Mental  Health  Inst. 
100  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  265-2271 
FAX:  (423)  785-3333 

Stanley  Lipford,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

Highway  64  West 

Bolivar,  TM  38074 

Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Elizabeth  Littlefield,  Superintendent 
^Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
FAX  (901)  658-2783 

Robert  Erb,  Superintendent 
*Grccnc  Valley  Developmental  Center 
P.O.  Box910’ 

Grccnevillc,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Elizabeth  Banks,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 
FAX:  (901)  543-6055 

Joe  Carobcnc,  Superintendent 
*Middlc  TN  Mental  Health  Institute 
22 1 Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  902-7532 
FAX:  (615)  902-7541 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
FAX:  (615)  741-4567 

These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults 
who  have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional 
liability  coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to 
salary,  academic  affiliations,  work  with  an  excellent  team  of  professionals,  and  financial 
assistance  with  job  interviews  and  relocation  expense. 
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FAMILY  PRACTICE 

Provide  the  benefits  of  sophisticated  small  town  living  for  your 
family  while  enjoying  a professional  opportunity  comparable 
to  that  of  the  big  city.  The  Heartland  of  Tennessee  houses  this 
“micropolitan"  city  that  ranked  in  the  top  30%  of  small  commu- 
nities rated  for  their  livability.  Geographically,  the  natural  beauty 
of  this  area  is  second  to  none  with  abundant  water  and  moun- 
tain recreation  perfect  for  the  outdoors  enthusiast.  Located 
between  Chattanooga  and  Nashville.  Home  to  a comprehen- 
sive health  care  facility  serving  a five-county  area  of  over 
1 00,000.  For  residents  a monthly  stipend  is  available.  Get  paid 
while  finishing  your  education. 

For  more  information  contact  Parke  Masterson,  (423)  870-5502 
or  (800)  405-5995;  or  fax  resume  in  confidence  (423)  870-5243 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physi- 
cians for  two  Regional  Health  Officer  positions,  based  in 
Columbia  and  Blountville.  Salary  in  mid-80s  to  low-90s. 
Applicants  must  have  an  MD  or  DO  degree  and  post  medi- 
cal education  and  clinical  experience  in  a primary  care 
specialty  totaling  at  least  three  years.  A master’s  degree  in 
public  health  may  be  substituted  for  two  years  of  experi- 
ence. Must  be  licensed  in  Tennessee.  Further  details 
available  from:  Ruth  M.  Hagstrom,  M.D.,  Tennessee  De- 
partment of  Health,  Cordell  Hull  Bldg  - 5th  Floor,  426  5th 
Ave.  N.,  Nashville,  TN  37247-5001.  Phone  (615)  532- 
2431.  TDH  is  an  equal  opportunity,  equal  access,  affirma- 
tive action  employer. 


PATRIOT  INVESTMENT  MANAGEMENT 


CONSERVATIVE,  PROFESSIONAL, 

MONEY  MANAGEMENT 

SPECIALIZING  IN  NO-LOAD  MUTUAL  FUND  MANAGEMENT 
WITH  AN  EMPHASIS  ON  CAPITAL  PRESERVATION  AND 
SUPERIOR  RISK  ADJUSTED  RETURNS. 

FEE  ONLY  REGISTERED  INVESTMENT  ADVISORS 

MONEY  MANAGEMENT  FOR  INDIVIDUALS, 

401  (k)’s,  and  RETIREMENT  ACCOUNTS 
MEMBER,  NAPFA 

9111  Cross  Park  Drive,  Suite  D-253,  Knoxville,  TN  37923 

Phone:  800-539-2479 


Looking  for  More  Balance  in  Your  Life? 


Team  Health  currently  has  Primary  Care  opportunities  for 
IM/FP  physicians  as  well  as  PA's  and  NP's  in  the  East 
Tennessee  area.  Our  Primary  Care  positions  have  regular  work 
hours  offering  you  the  perfect  balance  between  your  career 
and  your  personal  life. 

Team  Health  combines  only  the  highest  quality  physicians, 
physician  assistants  and  nurse  practitioners  with  an  excellent 
support  staff  of  healthcare  professionals  dedicated  to 
providing  superior  service  in  the  communities  we  serve. 
Our  medical  professionals  enjoy  a wide  selection  of  practice 
situations;  health  insurance;  401 K;  paid  vacation  and  sick  days, 
CME  and  paid  holidays. 

For  more  information  about  Primary  Care  opportunities 
with  Team  Health,  please  call  Terri  Hancock  at 

1-800-342-2898 

TEAM 

HEALTH 

T 


FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting  CVs 
from  Family  Practitioners,  Internists,  and  other  Board- 
eligible/Board-certified  physicians.  Guaranteed  salary 
with  excellent  benefits  including  paid  malpractice  insur- 
ance, continuing  education  assistance,  a retirement  pro- 
gram, and  moving  expense  allowance.  Approved  loan  re- 
payment site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services  Con- 
sortium, 3825  Hwy.  66  South,  Rogersville,  TN  37857. 
Phone:  (615)  272-9163.  (EOE) 


Does  Your  Practice  Comply 
With  1996  OSHA  Regulations? 

Carolyn  Avery  & Associates,  Inc. 

■ OSHA  compliance  audits 

■ Effective  employee  training 

Offers  a range  of  services 

■ Annual  updates 

• Physician  and/or  Staff  Consulting 

■ Custom  manuals 

• On-Site  Training  & Seminars 

■ Safety  guidelines 

• Policies  & Procedures  Manuals 

■ Hazard  Communication/Exposure  Control 

• Employee  Handbooks 

Contact  Us  |gj||  piljc 

Today  For  An  ,.  . _ ... 

9 Medical  Consulting 

Assessment  (61 5)  371 506 

Free  Of  Charge!  Brentwood,  TN 

PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  primary  care  physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Helvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


NATIONAL  PARAMEDICAL  FIRM  has  opening  for  mobile  doc- 
tor to  do  insurance  exams  in  Nashville  area.  Hours  are  flexible. 
Please  call  Frank  Hooper  (615)  320-7708  or  send  resume 
Portamedic,  210  25th  Avenue  North,  Suite  510  Parkview  Tow- 
ers, Nashville,  TN  37203. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab-  I 
lished  primary  care  physicians  or  start  up  your  own  practice.  ' 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  call  Anne  Helvey,  Director  of  Physician 
Services  (423)  854-5805. 


>\  -y'  su 


When  your  waiting  room  looks  like  this, 
you  respond  to  a different  kind  of  cat!. 

The  kind  that  makes  your  heartbeat 
guscken.  And  lets  you  stand  proud.  The 
caf!  of  duty. 

You  can  answer  America's  need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  are,  yowl!  find  time  to  participate.  No 
matter  how  fuii  your  life  is,  yo u’Sf  find  the 
adventure  amazing. 

Return  the  caSS  to  serve  your  country,  by 
casing  the  Reserve  office  nearest  you 
today.  Well  be  waiting. 

25-601-0011 


Caii  today! 

Sacramento.  Ceiif.  i-8£KKffi3-6'!88 
Atlanta.  Ga.  1-000-624-5293 
Austin,  Texas  !-8£t04J33-4388 
Youngstown,  Ohio  1 -000-246-8098 


Mm® 
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Richard  M.  Pearson,  MD 
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President’s  Comments 


At  the  Front 

Leadership  is  action,  not  position.  This  creates  a difficult  situation  for  leaders  in  times  of 
great  change,  because  simply  holding  on  does  not  constitute  adequate  leadership.  Physician 
leaders  face  this  difficulty  daily,  and  there  is  a temptation  to  feel  that  any  action  is  more  appro- 
priate than  holding  the  status  quo.  Movement  in  just  any  direction  is  not  inherently  a wise 
course  of  action,  however.  One  can  literally  fall  over  the  edge — just  look  at  the  lemmings. 

Real  physician  leadership  requires  planning,  goals,  and  strategies  before  movement.  Physi- 
cians, both  leaders  and  followers,  must  understand  the  difference  between  opinion  and  infor- 
mation. Good  leadership  and  good  planning  rely  on  both,  but  blind  opinion  can  never  be  a 
substitute  for  accurate  information.  Unfortunately,  opinion  comes  easier  than  information.  Like 
instant  coffee,  opinion  doesn’t  require  any  picking,  selecting,  grinding,  or  brewing.  All  one 
needs  is  the  hot  water  of  anger,  frustration,  or  ignorance  to  generate  instant  opinion.  Being 
informed  and  having  an  opinion  are  thus  two  different  states  of  being.  What  physician  leaders 
should  be  seeking,  and  what  physician  followers  should  be  generating,  are  solutions  based  on 
both  good  information  and  thoughtful  opinions. 

Physician  leadership  to  a marked  extent  includes  accountability.  This  is  an  issue  that  has 
changed  dramatically  in  the  past  five  years.  The  work  of  physician  leaders  has  greater  and 
greater  consequences  as  their  peers,  many  of  whom  are  traditionally  independent,  are  forced  by 
society,  business,  and  government  into  greater  collective  action.  The  wrong  decision,  seen  in  retro- 
spect, has  much  greater  impact  than  it  did  previously  because  both  the  stakes  and  numbers  are 
higher.  An  MD  degree  qualifies  us  to  be  physicians,  not  leaders,  administrative  wizards,  financial 
experts,  or  deft  negotiators.  These  latter  attributes  have  to  be  gained  and  earned  outside  the  tradi- 
tional physician  training  program.  Organized  medicine  has  consistently  and  successfully  sought 
to  broaden  physician  skills  and  roles  while  openly  advocating  for  the  patient  and  the  preserva- 
tion of  the  patient-physician  relationship.  Physicians  who  conduct  themselves  as  business  ex- 
perts are  going  to  be  held  accountable  by  their  colleagues  to  professional  business  standards. 

Good  leadership  tends  to  foster  trust;  trust  tends  to  foster  unity.  Physician  leaders  must  in- 
creasingly focus  on  what  they  and  their  fellow  physicians  have  in  common,  not  in  the  ways  they 
differ.  Demagoguery  at  this  time  in  the  history  of  our  profession  will  be  fatal  to  all  of  us.  We  all 
share  training,  traditions,  values,  ethics,  and  concerns  for  our  patients’  well-being.  That  alone  is 
sufficient  reason  for  moving  forward  together  and  speaking  with  one  voice. 

Physician  leaders  must  remember  that  physicians  alone  are  the  true  advocates  and  guardians 
of  good  patient  care.  That  responsibility  cannot  be  given  away  or  diminished  contractually. 
Medical  ethics  far  exceed  the  ethics  and  values  of  the  business  world.  This  is  a burden  that  we 
should  gladly  bear,  for  it  clearly  defines  our  choices  and  our  course  of  action,  and  allows  us  to 
give  rather  than  grasp. 

Physicians  increasingly  speak  for  government  and  corporate  structures.  This  is  appropriate 
to  the  extent  that  the  physician  realizes  and  acknowledges  that  his  credibility  arises  from  the 
medical  profession,  not  from  his  being  a member  of  the  corporation  or  the  government.  The 
physician  has  credibility  because  the  public  and  medical  colleagues  perceive  that  personal  val- 
ues, ethics,  and  concerns  reflect  the  medical  profession  and  transcend  employment. 

Today  a job  title  that  doesn’t  provide  stress  will  be  eliminated.  Today  a “titled”  physician 
who  doesn’t  provide  leadership  and  endure  stress  will  be  eliminated.  Ethics,  values,  planning, 
accountability,  and  unifying  action  are  all  indispensable.  The  demands  are  great,  but  for  all  of 
us,  generals  and  soldiers  alike,  there  is  no  respite  from  the  battle  except  in  the  midst  of  it.Q 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  you  rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Ca  rol i na  s fastest 
selling  properties. 


' 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


Editorials 


John  B.  Thomison,  MD 


On  Providing  and  Consuming 

con-sume  ( kon-sum)  v.  con-sumed,  con-sum-ing,  con-sumes.  v.  tr.  1.  To  eat  or 
drink  up;  ingest.  2.  a.  To  expend;  use  up.  b.  To  purchase  for  direct  use  or  owner- 
ship. 3.  To  waste;  squander.  4.  To  destroy  totally;  ravage.  5.  To  absorb;  engross. 

Did  you  ever  wonder  what  a mental  health  consumer  is?  Probably  not,  unless  you  happened  to 
read  the  same  front  page  story  that  I did  in  this  morning’s  Nashville  Tennessean.  I can  tell  you  that 
1 had  never  wondered  about  it  before,  and  having  read  the  story,  I can’t  say  that  I’m  enlightened.  I 
think  I know  what  the  speaker  who  used  the  term  had  in  mind,  but  I’m  not  sure  about  that,  either. 
I’m  a little  clearer  on  what  would  be  meant  by  “mental  health  provider''  though  mental  health 
services  or  care  or  what-not  and  not  mental  health  are  what  are  actually  provided.  (Some  mental 
health  care  providers  might  have  a quarrel  with  that,  I guess.)  But  mental  health  consumers' ? 

Think  about  it.  Look  at  the  definition  of  consume,  and  tell  me  how  one  consumes  mental 
health.  I suppose  in  a sense  one  could  waste  or  squander  it,  as  with  alcohol  or  other  drug  abuse, 
but  that  is  not  what  the  speaker  had  reference  to.  The  headline  of  the  article  says  “Managed  care 
trims  hospital  stays  for  mental  illness.”  Like  nearly  everything  that  managed  care  does,  the 
allowable  treatment  is  inadequate  or  inappropriate,  but  this  is  not  about  that.  The  executive 
director  of  Mental  Health  Cooperative  (not  a physician)  explained  that  “if  a case  manager  learns 
that  a client  (emphasis  added  by  me  to  show  how  these  people  think,  or  don’t,  as  the  case  may 
be)  is  going  through  a bad  episode,  hospital  care  is  not  the  automatic  thought.”  (Of  course  not. 
Everybody  knows  hospitalization  costs  money.)  “You  can  be  psychotic  and  hallucinating  and 
not  be  dangerous,”  she  said.  (See?  Lo,  the  poor  patient.)  “Often  they  just  need  someone  sitting 
with  them.  We  put  them  in  a motel  room,  provide  food.  They  can  stay  one  to  three  days.  Usually 
the  person  with  them  is  a mental  health  consumer.  They  understand  a person  in  crisis.”  The 
reporter,  not  the  exec,  continues,  “This  round-the-clock  observation  until  the  episode  subsides 
is  called  respite  care.  It’s  part  of  a trend  accelerated  by  managed  care’s  emphasis  on  cost  cut- 
ting.” (Lo,  the  poor  caregiver-patient.) 

Well,  deliver  me! 

I shall  refrain  from  commenting  further  on  what  I consider  the  deplorable  non-care  of  the 
“clients,”  which  looks  to  me  a lot  like  putting  the  fox  in  charge  of  the  hen-house,  as  well  as  on 
the  grammatical  deficiencies  of  the  exec,  since  she  was  just  being  politically,  if  not  grammati- 
cally, correct  (it’s  seldom  possible  to  be  both),  and  stick  to  the  item  at  hand. 

Which  is,  who  is  this  mental  health  consumer,  and  how  does  she  do  it?  Does  she  suck  it 
vampire-like  out  of  her  charge?  I guess  obviously  not,  since  her  charge  hasn’t  any  mental 
health  to  spare,  if  any  at  all.  For  her  to  consume  it  she  must  have  a supplier.  I can  see  that  this 
is  just  leading  us  around  in  circles,  and  I can  also  see  what  one  of  “them”  (i.e.,  those  suppliers) 
might  grasp  at  as  a way  out  by  implying,  if  not  actually  flat-out  proclaiming,  that  they  are 
indeed  selling  mental  health  and  not  just  services. 

To  which  I shall  comment  only  that  mental  health  is  a scarce  commodity,  and  not  very  many 
folks  have  much  of  it  to  spare.  It  also  strikes  me  that  Mental  Health  Cooperative  is  being  mighty 
chintzy  about  turning  loose  of  any.  “The  idea  is  to  be  more  efficient,  to  only  (sic)  give  people 
the  care  (note:  care,  not  mental  health',  that’s  a whole  'nother  ballgame,  n’est-ce  pasl)  they 
need,  no  more,  no  less.” 

Sure. 

Now,  about  that  consumption  of  mental  health  . . . 

I’ve  coined  a new  term.  It’s  a sub-category  of  New-speak  called  Slouch-speak.  It'll  doubtless 
never  catch  on,  though,  because  most  of  those  who  use  it  wouldn’t  even  understand  what  I'm 
talking  about. 

And  then  there’s  the  TennCare  mental  health  morass.  But  that’s  another  story,  too  sordid  to 
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even  think  about.  All  I can  say  is,  “Hang  on  to  all  your  faculties  for  all  you’re  worth,  or  someone 
there  will  consume  them  for  sure.” 

P.S.  When  I wrote  this  editorial,  we — “we”  being  TMA — had  not  received  Liz  Garrigan’s  article  on  the 
Partners  Program.  In  fact  we  knew  little  more  than  what  appeared  in  the  Tennessean 's  article,  from  which 
1 quoted,  and  that  was  mightly  little.  It  almost  seemed — seems — a replay  of  the  McWherter  Administration’s 
hanky-panky  in  re:  TennCare.  The  only  editorial  comment  I have  to  add  in  light  of  Ms.  Garrigan’s  article 
or  any  other  information  we  have  received  thus  far  about  the  program  is:  “See,  what  did  I tell  you?” 


The  Saga  of  Sunny: 

A Bicentennial  Tail  for  the  Fourth 

With  Independence  Day  coming  up,  it  suddenly  occurred  to  me  that  a Fourth  of  July  edito- 
rial ought  to  be  forthcoming.  So  here  it  is,  sort  of.  I didn’t  really  have  that  in  mind  when  I started 
this,  but  when  it  came  to  me  what  issue  I was  working  on  (I  frequently  have  trouble  remember- 
ing that,  considering  our  deadlines),  I thought,  “I’ve  just  been  thinking  about  one  who  really 
values  her  freedom,  and,  like  our  forebears,  isn’t  about  to  surrender  it  willingly.  Why  not  that?” 
So  here’s  her  story,  or  the  part  of  it  I know. 

For  some  months  now  this  stray  mutt  has  been  wandering,  and  often  frolicking,  about 
Tennessee’s  developing  Bicentennial  Mall.  From  the  photographs  that  have  cropped  up  on  oc- 
casion in  the  Nashville  newspapers,  the  dog  appears  to  be  rather  a higher  than  a lower  class 
mutt,  and  since  I can’t  attest  to  its  pedigree  or  lack  thereof,  the  term  mutt  might  not  even  be 
appropriate.  Whichever,  the  dog  has  been  adopted  after  a fashion  by  workers  on  the  Mall  and  by 
state  employees,  who  are  said  to  have  named  the  dog  Sunny  out  of  deference,  or  something,  to 
Governor  Sundquist.  I rather  thought  the  name  might  have  derived  from  the  animal’s  disposi- 
tion, which  seems  to  be  sunny,  or  from  its  lovely  golden  color,  but  what  do  I know?  I’ll  take 
“their”  word  for  it,  “they”  retaining  their  usual  anonymity.  But  be  that  as  it  may,  and  despite  the 
dog’s  disposition,  it  has  steadfastly  resisted,  possibly  wisely,  all  efforts  at  fraternization. 

Though  her  human  alleged  friends  might,  indeed  doubtless  would,  steadfastly  deny  that  she 
was  hardier  and  cannier  than  they,  she  has,  or  at  least  had  at  this  writing,  proved  be  so  in 
numerous  tests  after  she  apparently  was  struck  by  a passing  vehicle  and  painfully  but  not  criti- 
cally injured.  Afterwards  she  continued  limping  about  the  mall,  evading  all  helpfully  motivated 
(allegedly)  pursuers  despite  her  injury,  and  defying  tranquilizers  fired  from  rifles  and  eaten  in 
tasty  morsels  to  bring  her  to  heel.  As  some  would-be  captors  sneaked  up  on  her  while  she  lay 
resting,  perhaps  woozily,  in  the  shade,  she  was,  according  to  the  newspaper  account  (a  half  of 
the  front  page,  with  color  photos,  yet)  “spooked  by  three  misguided  (emphasis  mine)  state 
employees,  who  clapped  their  hands  and  shouted,  ‘Run,  Sunny,  run!’  ” Ummmmmml 

Sunny  took  off,  with  one  Mr.  Jernigan,  a Humane  Association  animal  trapper  with  a tranquil- 
izer gun,  and  the  police  and  TV  crews  in  hot  pursuit,  but  again  Sunny  got  the  better  of  them.  The 
Humane  Association  says  it  won’t  give  up,  and,  because  Sunny  still  needs  treatment,  or  at  least 
so  they  allow,  and  because  she  also  might  get  hit  again,  they  “will  find  her  a safe  home.”  Through 
all  of  this,  Mr.  Jernigan  has  become  the  most  frustrated  of  men.  In  13  years  in  the  business,  he 
says,  “this  is  the  first  dog  I’ve  ever  had  any  trouble  trying  to  capture.  I’ve  thought  about  this  day 
and  night.  If  the  animal  gets  run  over  again  and  dies  this  time,  who’s  going  to  get  the  bad  rap? 
Me,  that’s  who.” 

A ha\ 

I don’t  wish  to  be  misunderstood  as  questioning  the  commitment  of  Mr.  Jernigan  in  particu- 
lar, or  the  Humane  Association  in  general,  for  whom  I have  the  utmost  respect,  to  the  animals 
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they  serve,  or  to  Sunny,  but  I somehow  get  feelings  of  deja  vu.  It  brings  to  mind  the  host  of 
doctors  in  the  early  days  of  penicillin  therapy  who,  when  questioned  as  to  the  propriety  of 
having  given  the  drug  to  a particular  patient  would  respond,  “Well,  sure,  the  patient  didn’t  really 
need  it,  but  he  wanted  it,  and  if  I hadn’t  given  it  to  him,  he  would  have  found  himself  another 
doctor.  And  it  didn’t  hurt  anything,  did  it?  So  I figured  it  might  as  well  be  me.”  And  then  I think 
of  all  the  feral  creatures  who  die  simply  from  being  confined  in  captivity.  I think  of  the  home- 
less hobo  I took  care  of  when  I was  a surgical  resident  at  Erlanger  Hospital  in  Chattanooga  in 
1947  who  when  he  died  left  an  estate  of  several  hundred  thousand  dollars.  And  I think  of  the 
aged,  penurious  Mary  Northern,  who  wished  to  take  her  gangrenous  feet  with  her  to  the  grave — 
soon — but  was  not  allowed  to.  She  did  go  to  her  grave,  but  not  very  soon,  and  not  until  a 
plethora  of  do-gooders,  the  courts,  including  the  United  States  Supreme  Court,  who  much  too 
late  said  leave  her  be  if  that’s  her  wish,  and  a massive,  lurid  coverage  by  intrusive  news  media, 
especially  TV  “investigative  reporters,”  had  treated  a sensation-hungry  public  to  a protracted 
Roman  carnival  at  her  expense.1 

Not  everybody  or  everything  wants  a safe  home,  or  even  safety  of  any  kind,  especially  if  it 
comes  at  the  price  of  chains  and  slavery.  (“Forbid  it  Almighty  God,”  exclaimed  Patrick  Henry  in 
proclaiming  what  it  was  the  13  American  colonies  should  achieve  by  rebelling  against  their 
mother  country  more  than  200  years  ago.  Though  some  of  their  progeny  still  cling  fiercely  to 
those  aspirations,  others  have  altered  them  perceptibly,  I think.  But  not  Sunny.)  Not  everybody 
wants  to  live  forever,  at  least  not  in  this  world,  and  especially  if  it  means  a life  without  dignity. 
God  never  intended  it  so,  having  imposed  limits  that  modern  technology  has  managed  to  cir- 
cumvent on  occasion,  at  least  temporarily. 

Apparently  Sunny  knows  more  of  the  Spirit  of ’76  (1776,  that  is!)  than  most  of  those  around 
her,  with  the  possible  exception  of  those  three  poor,  misguided  state  employees,  and  some 
others  like  them,  who  helped  her  escape.  Sunny  is  a product  of  the  streets.  Put  her  in  that  safe 
home,  and  you  can  bet  on  her  first  night  (or  day)  out  Sunny  will  present  to  her  new  keepers  a last 
rear  view,  with  a wagging  bicentennial  tail  behind  her. 

Some  of  our  do-gooders,  public,  corporate,  and  private,  and  especially  some  of  our  self- 
styled  watchdogs,  including  some  jurists,  need  to  take  a lesson  from  the  Saga  of  Sunny.  All 
some  folks  want  is  to  be  left  alone.  All  some  of  them  want  is  to  be  left  to  die  in  peace,  with 
dignity.  Not  many  of  them  want  to  be  meddled  with  to  the  extent  we  have  become  capable  of, 
and,  God  help  us,  accustomed  to,  meddling  with  them.  Some  still  find  life  not  all  that  dear — no, 
nor  peace  that  sweet. 

1.  Thomison  JB:  Mary  Northern’s  feet.  J Tenn  Med  A ssoc  71:388-389,  1978. 


Ordinarily  the  drive  from  Nashville  either  eastward  or  westward  to  the  Annual  Meeting  is 
graced  by  a riot  of  springtime  color.  But  not  this  year.  The  return  trip  gave  a hint  of  better  things 
to  come,  as  a few  dogwood  had  begun  showing  some  white  blossoms,  but  the  trees  were  already 
in  full  leaf,  and  the  white  often  scarcely  showed  through.  All  in  all  it  was  a rather  unsatisfactory 
spring,  if  one  can  call  it  that,  since  the  weather  seemed  to  rock  back  and  forth  from  winter  to 


The  Once  and  Future 
Annual 


Then  slowly  answered  Richard  from  the  Board, 
“The  old  order  changeth,  yielding  place  to  new  . . .” 


with  apologies  to  Tennyson,  Idylls  of  the  King 
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summer  and  back  again  without  spring’s  moderation. 

Whether  or  not  the  weird  weather  pattern  had  any  bearing  on  the  poor  attendance  at  the 
meeting  in  Knoxville  is  an  imponderable.  There  are  indications  in  both  directions.  Certainly  the 
attendance  has  steadily  dwindled  over  the  past  few  years.  On  the  other  hand,  the  Dogwood 
Festival  has  traditionally  drawn  a goodly  crowd  to  Knoxville,  and  though  the  festivities  were 
there,  the  spring  color  was  not.  Instead,  a cold,  dreary  landscape  greeted  the  attendees,  such  as 
there  were,  and  many  apparently  simply  stayed  home.  For  whatever  reason,  an  attendance  that 
has  been  low  for  some  time  just  got  even  lower. 

If  you  take  a peek  at  the  way  the  Annual  Meeting  has  been  diddled  with  over  the  past  few 
years  in  an  attempt  to  boost  the  figures,  you  find  the  verity  of  the  axiom  that  nothing  ever  stays 
the  same.  I had  been  under  the  impression  until  then  that  though  few  things  are  set  in  stone,  the 
makeup,  and  particularly  the  timing,  of  that  meeting  was.  The  House  of  Delegates  always  con- 
vened during  the  first  or  second  week  in  April  unless  Easter  got  in  the  way,  when  it  might  be 
postponed  until  the  third  week.  (One  year  not  even  Easter  deterred  it.  That  caused  such  a stir 
that  no  one  would  ever  claim  responsibility,  and  it  most  assuredly  will  never  happen  again.)  In 
any  case,  some  basic  research  showed  that  timing  of  the  meeting  is  merely  custom,  and  not  law 
at  all,  as  had  been  assumed.  The  Annual  Meeting  can  happen  at  any  time. 

Several  years  ago  the  House  began  indicating  its  displeasure  about  not  only  the  timing  of  the 
meetings,  but  the  length  as  well,  as  it  was  costing  the  busy  practitioners  about  a week  of  their 
time,  running  as  it  did  Wednesday  through  Saturday.  A trial  at  shortening  it  a day  proved  to  be 
of  no  help,  and  so  it  was  next  changed  to  run  Thursday  through  Sunday.  Judging  from  atten- 
dance, or  rather  lack  thereof,  that  change  was  not  very  popular,  either.  To  compound  the  diffi- 
culty, many  of  the  specialty  societies  ceased  patronizing  the  Annual  Meeting,  and  others  have  it 
in  mind,  meeting  separately  at  another  site.  Before  continuing  to  make  more  changes  unilater- 
ally, at  this  meeting  the  Board  of  Trustees  polled  the  membership  of  the  House  of  Delegates, 
and  learned  that  the  majority  favored  a purely  business  meeting,  to  be  conducted  on  Friday  and 
Saturday.  After  determining  that  the  commitments  for  time  and  space  could  be  altered  without 
penalty,  it  was  so  ordered  by  the  Board  on  a trial  basis  for  one  year.  The  Board  was  guided  in  its 
decision  by  President  Pearson,  whose  meeting  it  will  be,  on  the  premise  that  should  it  turn  out 
to  be  a bad  idea  it  would  not  bungle  anyone  else’s  turn. 

The  1997  Annual  Meeting  will  have  another  first,  or  at  least  a first  for  recent  times.  It  will  be 
held  in  Chattanooga  for  the  first  time  in  a number  of  years,  initiating  a change  in  rotation  that 
will  eventuate  in  the  meeting’s  no  longer  being  held  in  the  president’s  home  territory.  No  one 
considers  that  a hardship,  since  for  practical  purposes  the  president’s  duties  are  such  that  he  is 
“out  of  town”  wherever  the  meeting  is  held. 

It  will  be  interesting  to  see  what  effect  all  this  has  on  attendance  at  the  meeting.  In  the  first 
place,  it  will  offer  little  excuse  for  the  delegates  and  their  alternates  to  miss  the  meeting,  making 
allowances,  of  course,  for  occasional  extenuating  circumstances.  Every  delegation  should,  there- 
fore, expect  to  have  its  full  quota  on  the  floor  of  the  House  at  all  times.  We  shall  see.  In  the 
second  place,  everyone  should  note  that  this  arrangement  does  not  preclude  the  concurrent  meet- 
ing of  specialty  societies.  It  will  simply  mean  that  there  will  be  few  official  TMA  functions 
other  than  the  House  of  Delegates  and  meetings  of  the  TMA  Alliance.  The  TMA  will  not  be 
responsible  for  making  arrangements  for  lodging  or  meeting  space  for  the  specialty  societies  as 
it  has  done  for  many  years.  I feel  certain,  however,  that  the  staff  will  not  turn  a deaf  ear  to  any 
reasonable  request  for  help  from  TMA  members.  It  is  also  not  outside  the  realm  of  possibility 
that  TMA  will  in  the  future  hold  educational  assemblies  apart  from  the  Annual  Meeting,  as  is 
presently  done  in  a number  of  states. 

Keep  in  mind  that  your  Association  is  attempting  to  restructure  itself  and  its  functions  to 
meet  the  needs  of  you,  its  members,  and  to  be  sufficiently  flexible  to  alter  its  operation  quickly 
as  the  need  arises  in  our  rapidly  changing  practice  climate.  It  can  meet  your  needs  only  to  the 
extent  you  make  them  known.  Your  officers,  Board  of  Trustees,  and  staff  need  your  constant 
input.  Talk  to  us! 
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To  Be  or  Not  To  Be  . . .That  Was 
Just  One  of  the  Questions 


Russ  Miller 

Sr.  Vice  President,  Communications 

It’s  been  three  months  since  the  Journal  evolved  into  Tennessee  Medicine.  For  those  of  us  on 
staff  and  the  physician  members  of  the  task  force  it  seems  more  like  three  years  since  we  first 
looked  at  the  Journal  and  gave  serious  thought  to  changes  and  improvements,  which  we  hope 
the  members  of  TMA  appreciate. 

Before  I go  any  further,  we  truly  want  your  feedback.  The  evolution  of  Tennessee  Medicine 
and  its  ultimate  success  depends  on  your  input.  We  have  come  this  far  with  the  help  of  the  581 
members  who  answered  our  readership  survey  in  1995,  the  advice  of  the  task  force,  and  the 
wisdom  of  our  consultants,  Dye,  Van  Mol  and  Lawrence,  but  if  the  members  are  not  happy  or  do 
not  think  Tennessee  Medicine  is  of  value  to  them  personally,  then  we  have  failed  in  our  mission. 

Many  may  ask  “why  did  you  change  the  Journal ?”  TMA  is  simply  responding  to  the  needs 
and  wants  of  its  members.  In  1995,  the  Communications  and  Public  Service  Committee  evalu- 
ated how  the  Association  communicated  with  its  members.  It  studied  the  Chart,  the  Journal, 
Legistat,  direct  mail,  fax  networks,  videos,  conference  calls  ...  all  means  by  which  TMA  has 
used  to  keep  you  informed.  While  changes  have  come  about  in  other  TMA  communications 
tools,  we  know  the  greatest  potential  lies  within  the  Journal,  both  for  success  and  failure. 

The  greatest  challenge  for  the  task  force  was  to  take  a highly  visible,  revered,  and  respected 
publication,  and  make  changes  to  its  design  and  content  that  would  invite  new  readers  while  not 
alienating  current  readers.  The  solution  was  to  update  the  graphics  and  add  new  timely  content 
to  the  scientific  portion  of  the  Journal. 

Take  note  that  the  name  of  the  publication  is  “Tennessee  Medicine — Journal  of  the  Tennes- 
see Medical  Association.”  This  is  for  a reason.  It  remains  the  Journal  with  new  information  on 
topics  that  you,  the  member,  said  you  would  like  to  read. 

There  is  a second  reason  for  change.  Gathering  more  consistent  readers  is  goal  one.  The 
second  goal  is  to  pay  for  our  changes  through  increased  advertising  revenue.  As  Dr.  Thomison 
wrote  in  his  editorial  about  the  format  change  in  March,1  it  takes  money  to  print  and  mail 
Tennessee  Medicine  and  money  sources  tend  to  be  drying  up  of  late,  as  were  our  options  for  the 
Journal. 

When  I titled  this  article  “To  Be  or  Not  To  Be,”  I was  not  trying  to  be  cute.  The  situation  had 
become  serious  and  something  had  to  be  done.  I personally  believe  we  made  the  right  move  and 
am  proud  to  have  been  a part  of  this  project.  With  your  help,  Tennessee  Medicine  will  continue 
to  evolve  and  become  the  foremost  publication  about  practicing  medicine  in  Tennessee.  Let  us 
hear  from  you. 

1.  Thomison  JB:  Housekeeping.  J Term  Med  Assoc  89:95-96,  1996. 
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Most  brokerage  companies  today  will  gladly  select  a professional 
loney  management  firm  for  you.  For  a steep  fee.  These  relationships  are 
ailed  "WRAP”  accounts.  With  total  annual  costs  up  to  3°/o  a year7  they7re 
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Source:  The  Wall  Street  Journal,  Financial  PlanningMagazine, 
Fortune  Magazine,  Personal  Finance  Magazine. 

* Includes  investment  management  fees  and  trading  costs. 


vvfully  expensive. 

So  weVe  got  a better  idea, 
ire  Boatmen's  Trust  as  your 
rofessional  money  manager. 

We  Ve  got  a superior  long-term 


)erformance  record  versus  the  major  stock  and  bond  indices.  We'll  help  you 
instruct  a portfolio  that  makes  sense  for  your  situation.  And  our  average 
tnnual  cost  is  only  1 .0 50/o  (including  management  fee  and  trading  costs). 

So  if  you  want  help  in  managing  your  money  7 talk  to  the  people  who 
nanage  more  of  it  than  many  major  mutual  funds  do.  Just  call  us  Brian 


Dunston  at  (901)  762-6241. 


BOATMEN'S  TRUST  COMPANY 

A Trust  Company  "That  Knows  How  To  Manage  Money. 
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professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


Medicine  and  Politics 


TennCare  BHOs 

Partners  Program  Startup  Mirrors 
TennCare;  Mental  Health  Patients 
Lumped  Into  Two  Plans 


Tennessee  is  once  again 
venturing  into  relatively  un- 
known territory  as  it  prepares 
for  a July  1 launch  of  a $350- 
million  managed  care  pro- 
gram that  will  act  as  a sort  of 
rider  to  TennCare. 

The  so-called  TennCare 
Partners  Program  will  carve 
out  mental  health  and  sub- 
stance abuse  services  from 
the  $3. 3-billion  TennCare 
program  and  rely  on  two 
managed  care  groups  known 
as  behavioral  health  organi- 
zations, or  BHOs,  to  deliver 
the  specialized  care. 

In  addition  to  their  current  assignment  or  choice  of  man- 
aged care  organizations  (MCOs),  the  Tennessee  Department 
of  Mental  Health  and  Mental  Retardation  will  assign  all  1.2 
million  TennCare  enrollees  to  one  of  the  two  BHOs.  Each 
head  is  worth  a monthly  capitation  of  roughly  $22,  lower 
than  the  $118  the  MCOs  get,  but  it  reduces  the  amount  of 
money  paid  to  MCOs  for  other  health  care  services  by  $7.53. 

One  reason  offered  for  the  TennCare  expansion  is  to  re- 
lieve the  fragmentation  of  services  and,  in  some  cases,  the 
criticism  aimed  at  TennCare.  Both  outpatient  and  inpatient 
mental  health  care  have  been  provided  by  the  TennCare 
MCOs,  but  not  all  of  them  deliver  the  services  themselves. 
Some  contract  with  BHOs  to  deliver  the  care,  making  it  dif- 
ficult for  TennCare  patients  to  know  whom  to  talk  with  about 
services. 

Some  believe  separating  state  dollars  for  mental  health  care 
from  all  other  TennCare  services  will  help  the  state  control  costs. 

Liz  Murray  Garrigan,  formerly  a reporter  for  the  Nashville 
Tennessean  and  a health  writer  for  the  Nashville  Business 
Journal,  is  a political  correspondent  for  M.  Lee  Smith  Publishers 
and  The  Tennessee  Journal. 


“In  the  traditional  man- 
aged care  world,  there’s  not 
much  understanding  of  men- 
tal health  issues,”  says  Ann 
Carr,  lobbyist  for  the  Tennes- 
see Psychiatric  Association 
and  the  Tennessee  Associa- 
tion of  Mental  Health  Orga- 
nizations. “By  segmenting 
funds  earmarked  for  mental 
health  services,  mental  health 
care  providers  will  be  better 
able  to  control  costs  and  en- 
sure a high  quality  of  care 
over  the  long  term,”  she  says. 

But  the  Partners  Program 
is  much  like  TennCare  was 
when  it  started  in  1994 — mostly  untried  and  untested.  Other 
states  have  carved  out  mental  health  services  for  indigent 
patients,  but  the  jury  is  still  out  on  the  effectiveness  of  the 
programs. 

“Managed  care  for  mental  health  is  still  a new  and  evolv- 
ing field,”  says  Trish  Riley,  executive  director  of  the  National 
Academy  for  State  Health  Policy.  She  says  many  states  have 
tried  the  concept  Tennessee  is  about  to  undertake,  but  each 
program  is  different. 

Arizona,  for  example,  contracts  with  six  nonprofit  mental 
health  provider  groups  to  operate  regional  networks  of- care. 
The  state  served  more  than  100,000  people  in  1995  with  a 
budget  of  about  $250  million,  but  officials  there  say  that’s 
not  enough  to  allow  patients  to  live  independently  and  suc- 
cessfully on  their  own. 

Tennessee’s  goal,  though,  isn’t  necessarily  to  allow  people 
to  live  on  their  own.  A large  percentage  of  patients  who  will 
be  served  by  the  Partners  Program  will  be  those  already  in- 
stitutionalized in  the  state’s  five  developmental  centers  for 
the  mentally  retarded.  Another  group  will  be  people  served 
through  29  community  health  centers. 


Liz  Murray  Garrigan 


Premier  Behavioral  Systems  of  Tennessee 

TennCare  Partners  Crisis  Line: 
information: 

Corporate  Address: 

Claims: 

(800)  809-9957 

(800)  325-7864 

222  2nd  Ave.  North,  Suite  220 

Nashville,  TN  37201 

Foundation  Health 

3 Maryland  Farms,  Suite  200 

Brentwood,  TN  37027 

Tennessee  Behavioral  Health,  Inc. 

Information: 

Fax: 

Corporate  Address: 

(800)  447-7242 
(423)  470-7678 
1420  Centerpoint  Blvd. 
Knoxville,  TN  37932 
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Funding 

About  $ 100  million  of  the  Partners  Program  budget  will  come 
from  the  existing  TennCare  budget  by  reducing  by  $7.53  a 
month  the  capitation  being  paid  to  the  MCOs  for  mental  health 
services.  The  rest  will  come  from  the  state  Department  of 
Mental  Health  and  Mental  Retardation,  which  already  pays  for 
the  most  severely  impaired  non-TennCare  enrollees. 

Ben  Dishman,  deputy  commissioner  of  the  department, 
says  that  mental  health  care  spending  will  increase  but  that  it 
will  be  offset  by  an  increase  in  federal  money  from  the  Health 
Care  Financing  Administration  (HCFA),  the  agency  respon- 
sible for  approving  the  supplemental  waiver  to  allow  Ten- 
nessee to  move  forward  with  the  Partners  Program. 

Formularies 

Physicians  and  advocates  for  the  mentally  ill  are  hoping 
this  TennCare  carve  out,  which  includes  pharmacy  and  labo- 
ratory services,  will  mean  expanded  formularies  to  treat  pa- 
tients. As  it  stands,  some  drugs  commonly  used  in  the  com- 
mercial sector — Prozac  and  Paxil,  for  example — are  not 
included  in  the  TennCare  formularies.  But  the  TennCare  Bu- 
reau will  have  to  approve  the  new  formularies  for  the  Part- 
ners Program. 

Formularies  have  been  a problem  in  others  states.  In  Iowa, 
where  mental  health  services  were  contracted  to  MCOs,  ap- 
proval has  proved  difficult  for  expensive  medications.  For 
example,  doctors  had  a hard  time  approving  prescriptions 
for  Clozaril,  used  to  treat  schizophrenia. 

“I  think  managed  health  care  does  mean  less  services,” 
says  Margaret  Stout,  executive  director  of  the  Alliance  for 
the  Mentally  111  in  Iowa.  “I  don’t  think  it’s  the  intent,  but  I 
think  it  is  translating  into  that.  It  will  be  more  difficult  to 
access  the  system  for  the  first  time.” 

TMA  Perspective 

TMA  officials  have  met  with  representatives  from  the 
BHOs,  MCOs,  and  the  state  to  find  out  more  about  the  Part- 
ners Program.  They  walked  away  concerned  that  the  BHOs 


and  MCOs  will  decide  the  operation  of  the  program  with 
little  input  from  even  the  state  apart  from  financial  directives. 

“We  have  reviewed  the  TennCare  Bureau’s  draft  rules  on 
the  Partners  Program  and  they  are  completely  bare  bones — • 
no  substance  whatsoever,”  a memo  from  TMA  President  Dr. 
Richard  Pearson  to  other  TMA  officials  says.  “So  whatever 
the  BHOs  and  MCOs  work  out  will  be  the  Partners  Program.” 

Pearson  learned  the  BHOs  and  MCOs  had  formed  com- 
mittees to  negotiate  the  Partners  Program  policies  on  such 
things  as  management  information  systems,  pharmacy  issues, 
and  network  issues.  Volunteers  from  the  TMA  Board  of  Trust- 
ees and  other  TMA  members  are  being  asked  to  serve  as  con- 
sultants to  the  committees,  which  are  actively  seeking  TMA’s 
input. 

In  a letter  to  TennCare  Partners  Program  Medical  Direc- 
tor Dr.  Robert  Fisher,  Pearson  asked  that  the  program  imple- 
mentation be  delayed  until  August  1 so  that  TMA’s  sugges- 
tions can  be  heard  and  considered. 

“Once  again  the  state  will  expect,  perhaps  by  default  as 
occurred  with  the  previous  administration,  that  the  TMA  will 
assist  it  in  educating  physicians  about  this  latest  waivered 
program,”  Pearson  writes.  “We  are  racing  to  do  just  that,  al- 
beit far  too  late  to  accomplish  the  task  as  needed.” 

Questions  Pending 

With  the  July  1 startup,  questions  still  abound  about  the 
Partners  Program.  Chief  concerns  are  clarifications  of  rules 
regarding  reimbursement  for  non-mental  health  profession- 
als providing  patient  services;  how  BHOs  intend  to  sign  con- 
tracts with  a substantial  number  of  physicians;  and  potential 
problems  that  may  occur  when  patients  are  in  need  of  mental 
health  services  and  there  is  a conflict  between  their  MCO 
choice  for  TennCare  and  Partners.  TMA’s  call  for  more  time 
is  appropriate,  given  the  startup  experience  with  TennCare. 
“We  simply  must  have  more  time  and  cooperation  to  seal  the 
obvious  cracks  in  the  Partners  Program.  Otherwise,  the  sys- 
tem will  again  place  the  entire  burden  of  the  program  on  pa- 
tients and  providers,”  said  Pearson. □ 


LATEST  WORD 

At  press  time,  here  is  what  TMA  has  learned  through  additional  meetings  with  the  state,  the  MCOs,  and  the  BHOs. 

• Premier  plans  to  offer  a sub-capitation  arrangement  for  reimbursing  primary  care  physicians  (PCPs)  that  provide  mental  health 
care.  In  such  an  arrangement,  PCPs  will  not  directly  contract  with  the  BHO,  but  will  continue  to  be  reimbursed  by  their  MCO.  The 
MCO  will  then  seek  to  re-coup  fees  from  Premier. 

• TBH,  contrary  to  TMA’s  recommendation,  will  attempt  to  directly  contract  with  PCPs  despite  a short  implementation  timeframe. 
MCOs  will  reimburse  physicians  for  the  first  patient  visit,  with  the  BHOs  paying  for  subsequent  visits,  each  being  subject  to  prior 
approval. 

• The  BHOs  are  striving  to  have  physician  contracts  and  clinical  guidelines  ready  for  distribution  on  June  15.  TMA  has  been 
granted  advanced  copies  of  these  guidelines  and  contracts  for  review  and  comment. 

• Sixty  percent  (60%)  of  TennCare  patients  will  be  assigned  to  Premier,  and  forty  percent  (40%)  to  TBH.  The  BHOs  are  expected 
to  use  the  RxCare  formulary,  possibly  expanding  it  in  the  future. 

• TMA  representatives  have  scheduled  additional  meetings  with  BHO  officials  the  weeks  of  May  30  and  June  12  to  hopefully 
learn  more  about  all  finalized  details. 
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Practicing  Medicine 


Where  Did  All  the  Specialties  Go? 

Managed  Care  Trends  Steer  Tomorrow  s 
MDs  Into  Primary  Care  Slots 


Tim  Sewell 


Two  family  practice  resi- 
dency programs  opening  July 
1 in  Chattanooga  have  had  no 
trouble  filling  20  available 
positions,  while  an  estab- 
lished anesthesiology  pro- 
gram in  Memphis  has  had  dif- 
ficulty filling  five  positions. 

According  to  education 
officials,  that’s  simply  a re- 
flection of  the  nationwide 
trend  in  which  more  medical 
school  graduates  are  opting 
for  careers  in  primary  care. 

“With  the  move  toward  managed  care  and  the  national 
push  toward  primary  care,  it’s  no  surprise  that  more  medical 
school  graduates  are  entering  the  primary  care  residency  pro- 
grams,” says  Mary  Ann  Watson,  assistant  dean  of  graduate 
medical  education  at  the  University  of  Tennessee,  Memphis. 
“What’s  happening  in  Tennessee  is  no  different  than  what’s 
happening  across  the  nation.  Medical  students  are  getting  all 
sorts  of  incentives  to  go  into  primary  care.” 

According  to  the  numbers  released  March  20  by  the  Na- 
tional Resident  Matching  Program,  for  the  second  year  in  a 
row  more  than  half  of  U.S.  medical  school  graduates  will  pur- 
sue training  in  one  of  the  primary  care  disciplines.  Meanwhile, 
the  number  of  students  entering  such  specialties  as  anesthe- 
siology and  diagnostic  radiology  has  dropped  significantly. 

Of  the  14,539  U.S.  medical  school  graduates  participating 
in  this  year’s  match,  54.4%  are  entering  residency  training  in 
one  of  the  primary  care  disciplines.  Of  those  graduates,  2,276 
will  enter  family  practice  residencies  this  year,  a 9.4%  increase 
over  last  year’s  record  number  of  2,08 1 first-year  family  prac- 
tice residents;  3,419  will  enter  internal  medicine  residencies 
this  year,  a 2.9%  increase  over  last  year.  Pediatric  residencies 
showed  a 6.1%  increase  over  last  year’s  numbers,  1,593  medi- 
cal school  graduates  matching  to  fill  these  positions,  and  set- 


Mr.  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


ting  an  NRMP  record  for 
first-year  residents  pursuing 
training  in  this  specialty. 

One  way  that  Tennes- 
see is  responding  to  the 
challenge  of  training  more 
primary  care  physicians  is 
through  the  development 
of  new  family  practice 
residency  programs.  Two 
programs — one  operated 
by  East  Tennessee  State 
University  and  one  by  the 
University  of  Tennessee — will  open  this  July  in  Chattanooga. 

Shirley  Ellis  is  the  residency  coordinator  for  the  ETSU 
family  practice  residency  program  located  at  Chattanooga 
Memorial  Hospital.  That  program  will  open  with  12  residency 
positions — six  first-year  positions  and  six  second-year  posi- 
tions. In  1997,  the  program  will  add  six  third-year  positions, 
bringing  the  total  number  of  residency  positions  to  18. 

“With  all  the  changes  in  health  care,  and  everything  be- 
coming more  oriented  toward  managed  care,  there  just  aren’t 
enough  primary  care  physicians,”  Ellis  says.  “The  hospital 
and  the  university  formed  this  program  to  address  that  need 
as  well  as  the  need  for  more  primary  care  physicians  in  this 
part  of  Tennessee.” 

Dr.  J.  Mack  Worthington,  director  of  the  UT  family  prac- 
tice residency  program  located  at  Erlanger  Medical  Center, 
agrees  that  Chattanooga  was  the  logical  place  to  start  a new 

family  practice  residency 
program.  “When  you  compare 
Chattanooga  to  cities  like 
Knoxville  and  Memphis,  it’s 
obvious  that  there  is  a great 
need  here  for  primary  care,” 
Worthington  says.  “With  the 
two  programs  here,  I’d  say  the 
only  other  place  we  might  add 
family  practice  residency  po- 
sitions would  be  in  Nashville 


“With  the  move  toward  managed  care 
and  the  national  push  toward  primary 
care,  it’s  no  surprise  that  more  medical 
school  graduates  are  entering  the 
primary  care  residency  programs.” 

— Mary  Ann  Watson 

Assistant  Dean  of  Graduate  Medical  Education 
University  of  Tennessee,  Memphis 
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and  Middle  Tennessee,  perhaps  through  Vanderbilt.” 

The  UT  family  practice  residency  program  is  opening  July 
1 with  six  first-year  residents  and  two  second-year  residents. 
Ultimately,  the  program  will  include  24  residents,  with  eight 
first-year  residents  admitted  to  the  program  each  year. 

According  to  Worthington,  the  UT  program  received  its 
accreditation  at  the  end  of  January,  and  therefore  didn’t  get 
to  participate  in  this  year’s  match.  “We  had  a number  of  people 
who  looked  at  us,”  Worthington  says.  “But,  at  that  point,  we 
had  to  tell  them  that  we  had  only  applied  for  accreditation, 
and  that  accreditation  was  still  pending.  Now,  we’re  looking 
forward  to  doing  the  match  next  year.” 

The  ETSU  program  was  accredited  in  September,  and  if 
the  results  of  the  ETSU  match  are  any  indication,  UT  should 
have  no  problem  filling  its  positions  through  the  match.  “We 
listed  only  five  first-year  positions  with  the  match  because 
we  had  contracted  with  one  other  resident  not  in  the  match,” 
Ellis  says.  “Of  those  five,  we  matched  with  four.  We  had  one 
position  open  after  the  match  was  announced  and  we  filled 
that  position  by  6:00  that  night.” 

“We  really  didn’t  know  what  to  expect  from  the  match,” 
Ellis  adds.  “We  thought  that  a lot  of  residents  might  be  hesi- 
tant to  go  into  a new  program,  but  I think  because  of  the 
reputation  of  our  program  director  (Dr.  Thomas  A.  Cable) 
we  were  able  to  get  some  very  highly  qualified  residents.” 
Dr.  David  E.  Roberts  serves 
as  the  director  of  one  of  the 
older  family  practice  resi- 
dency programs  in  the  state. 

That  program,  affiliated  with 
UT  and  located  at  the  Family 
Practice  Center  in  Jackson, 
includes  24  residency  posi- 
tions, with  eight  residency 
positions  opening  each  year. 

Roberts  has  been  serving 
as  director  of  the  Jackson 
program  for  approximately  one  year.  He  has  served  on  the 
UT  medical  school  faculty  for  15  years.  He  points  out  that 
over  the  past  five  years  or  so  there  has  been  a significant 
increase  in  the  number  of  family  practice  residency  programs 
throughout  the  United  States. 

Because  Tennessee  began  developing  new  programs  ear- 
lier than  some  other  states,  the  rise  in  the  number  of  medical 
school  graduates  entering  family  practice  residencies  in  Ten- 
nessee hasn’t  been  as  dramatic  as  in  some  other  parts  of  the 
country,  Roberts  says.  “The  rise  has  been  more  gradual  here, 
although  I think  it’s  fair  to  say  that  the  number  of  UT  medi- 
cal students  choosing  careers  in  family  practice  has  risen  a 
little  more  than  10%  over  the  past  five  years,”  Roberts  con- 
tinues. “Even  though  we  have  increased  the  numbers,  there 
is  still  a pretty  good  demand  for  family  practice  because  we 


Roberts 


Primary  Care*  vs.  Specialty  Match 


’Includes  Family  Medicine  (17.7%),  Pediatrics  ( 1 2.5%)  and 
Internal  Medicine  (28.1%) 


are  just  basically  keeping  up  with  attrition.” 

Roberts  says  that  as  more  medical  school  graduates  opt 
for  family  practice  and  other  primary  care  specialties,  the 
competition  for  available  residency  positions  will  become 
more  intense.  Still,  he  says  he  doesn’t  foresee  any  new  fam- 
ily practice  residency  programs  being  formed  in  Tennessee 
in  the  next  few  years. 

“I  think  we’re  fairly  well  positioned  in  Tennessee  at  this 
time  with  regard  to  residency  programs,”  Roberts  says.  “If 
anything,  I think  we’re  in  danger  of  overestimating  the  need 
for  the  number  of  primary  care  physicians,  and  we  need  to 
carefully  factor  in  the  impact  that  managed  care  and  physi- 
cian extender  practitioners  will  have.  It’s  important  that  we 
have  the  right  number  of  positions,  but  we  shouldn’t  overdo 
that  or  we’ll  be  in  the  same  position  as  the  specialists.” 

While  the  number  of  family  practice  residency  programs 
has  grown  to  meet  an  increased  demand,  some  specialty  pro- 
grams have  had  difficulty  filling  available  positions  due  to  a 
lack  of  interest.  In  this  year’s  match,  anesthesiology  and  di- 
agnostic radiology  were  hit  particularly  hard.  For  instance, 
only  43  U.S.  medical  school  graduates  will  enter  first-year 
anesthesiology  residencies  this  year,  a 53.8%  drop  since  last 
year,  when  93  graduates  were  matched  to  these  programs. 
The  number  of  medical  school  graduates  securing  second- 
year  residency  positions  in  anesthesiology  dropped  61.8%. 
Only  243  U.S.  medical  school  graduates  will  enter  first-year 
diagnostic  radiology  residencies,  a 26.6%  decline  from  1995, 
when  331  graduates  matched  to  these  programs.  The  num- 
ber of  medical  school  graduates  securing  second-year  resi- 
dency positions  in  diagnostic  radiology  dropped  20.3%. 

Dr.  John  Zanella  is  chairman  of  the  department  of  anesthe- 
siology at  the  UT  Memphis  College  of  Medicine  and  director 
of  the  university’s  anesthesiology  residency  program.  That  pro- 
gram, which  has  been  operating  since  the  late  1950s,  is  a four- 
year  continuum  program,  meaning  that  the  resident  spends  one 
year  in  basic  science  and  three  years  in  anesthesiology. 
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The  anesthesiology  residency  program  at  UT  Memphis 
has  15  positions,  with  five  first-year  positions  open  each  year. 
So  far,  only  one  of  those  positions  has  been  filled. 

“Because  of  the  way  our  program  is  set  up,  we  matched 
this  year  for  a year  from  July,”  Zanella  says.  “We  hope  that, 
over  the  next  year,  we  will  pick  up  a number  of  individuals 
who  are  doing  a clinical  year  who  may  change  their  mind  or 
who  may  switch  from  another  specialty.  Traditionally,  we 
have  gotten  about  half  of  our  residents  like  that.” 

Zanella  has  been  with  UT  since  1979.  He  has  served  as 
chairman  of  the  anesthesiology  department  for  almost  six 
years.  He  notes  that  the  anesthesiology  residency  program 
was  reduced  from  eight  new  positions  each  year  to  five  in 
1995.  That  was  due  more  to  the  effects  of  TennCare  on  gradu- 
ate medical  education  funding  than  on  the  low  number  of 
medical  school  graduates  entering  the  program,  he  says. 

The  anesthesiology  residency  program  at  UT  Memphis  is 
one  of  three  programs  in  the  state.  Those  programs  had  a 
total  of  23  anesthesiology  residency  positions  open  this  year. 
Only  three  of  those  have  been  filled,  Zanella  says. 

“Certainly,  the  push  for  primary  care  physicians  is  reduc- 
ing the  number  of  people  who  are  looking  at  specialties,  in- 
cluding anesthesiology,  so  the  number  of  applicants  consid- 


ering the  specialty  has  decreased,”  Zanella  says.  “Some  of 
the  manpower  studies  that  have  been  conducted  have  shown 
that,  if  we  continued  to  produce  anesthesiologists  at  the  rate 
we  were,  or  even  if  we  cut  back,  there  would  be  surplus  of 
anesthesiologists.” 

Ironically,  anesthesiology  was  the  fastest  growing  specialty 
in  the  1980s.  The  number  of  medical  school  graduates  enter- 
ing anesthesiology  began  to  drop  off  in  the  early  1990s, 
Zanella  says. 

“The  new  reality  is  such  that  everyone  is  unsure  what 
reimbursement  levels  are  going  to  be  and  what  the  job  mar- 
ket is  going  to  be,”  Zanella  says.  “And  it  seems  like  the  na- 
tional thrust  is  to  reduce  the  number  of  specialists  and  en- 
courage more  primary  care  physicians.” 

Zanella  notes  that  most  of  the  national  committees  have 
recommended  limiting,  and  in  some  cases  reducing,  the  num- 
ber of  specialty  residency  slots. 

“In  my  opinion,  it’s  a moot  point  whether  we  reduce  the 
slots  in  anesthesiology  if  there  are  no  applicants,”  Zanella 
says.  “People  talk  about  the  power  of  the  marketplace.  I feel 
like  we’ve  seen  an  overreaction  with  the  results  of  this  year’s 
match.  If  that  continues  uncorrected,  it  may  lead  to  a short- 
age of  anesthesiologists  in  the  future.”Q 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Difficult  Diagnosis 


J.  Kelley  Avery,  MD 


Case  Report 

A 34-year-ola  woman  had 
a long  history  of  Crohn’s  dis- 
ease involving  the  colon, 
with  fistula  formation.  Two 
years  before  the  present  ill- 
ness, the  patient  was  under 
the  care  of  a gastroenterolo- 
gist for  an  exacerbation  of 
her  illness.  With  her  disease 
improved  for  about  18 
months  after  a regimen  that 
included  oral  prednisone  and 
IM  methotrexate,  she  became 
pregnant  and  reported  to  her 
obstetrician  for  routine  pre- 
natal care  in  early  December. 

Her  last  menstrual  period 
was  reported  to  have  been  in 
mid-April.  The  urinary  chori- 
onic gonadotropin  test  was 
positive  and  her  EDC  was 
calculated  to  be  July  20.  On 
her  prenatal  record  the  his- 
tory of  Crohn’s  disease  was 
recorded,  along  with  the 
name  of  her  gastroentero- 
logist. She  had  had  a low- 
grade  urinary  tract  infection, 
which  had  been  treated  suc- 
cessfully by  another  physi- 
cian. She  had  no  nausea  or 
vomiting,  and  her  abdomen 
was  reported  as  normal.  The 
course  of  her  pregnancy  pro- 
gressed without  incident.  The  OB  ultrasound  about  six  weeks 
after  her  first  OB  visit  and  a repeat  at  24  weeks  gestation 
were  reported  as  entirely  normal. 

Two  weeks  after  that  visit  to  her  obstetrician  she  reported 
to  the  community  hospital  with  right  lower  quadrant  pain 
that  had  started  about  12  hours  earlier.  Her  vital  signs  were 


not  remarkable  and  the  fetal  heart  tones  (FHTs)  were  heard 
and  recorded  at  120/min.  The  pain  continued  in  the  emer- 
gency department  (ED)  and  she  volunteered  her  history  of 
Crohn’s  disease  but  stated  that  her  “pain  does  not  feel  like 
that.”  She  was  having  difficulty  moving  on  the  stretcher  and 
stated  that  it  felt  like  “muscle  spasm.”  The  obstetrician  on 
call  for  her  OB  group  ordered  some  routine  laboratory  work 
and  authorized  Stadol  to  be  given  in  the  IV  that  was  running 
at  a “keep  open”  rate. 

The  laboratory  report,  which  included  electrolytes,  liver 
function  studies  and  blood  counts  only,  showed  a WBC  count 
of  12,500/cu  mm,  with  85%  segmented  neutrophils.  Her  blood 
pressure  remained  at  1 15-120/72-78  mm  Hg  while  she  was 
in  the  ED,  and  she  reported  that  she  “felt  better  after  the  medi- 
cine.” Reexamination  of  the  abdomen  at  this  time  revealed 
no  tenderness.  Both  she  and  her  husband  were  reassured  and 
were  allowed  to  go  home.  She  had  been  observed  in  the  ED 
for  almost  five  hours.  Four  days  later  she  was  seen  in  her 
obstetrician’s  office  complaining  of  “severe  abdominal  pain.” 
Again  the  patient  and  the  physician  thought  the  pain  was 
musculoskeletal  in  nature.  A urinalysis  was  done,  some  co- 
deine given  for  pain,  and  the  patient  was  sent  home  to  be 
examined  in  a week  by  her  obstetrician. 

She  was  seen  by  her  obstetrician  at  the  regular  appoint- 
ment one  week  later.  There  were  apparently  no  abdominal 
symptoms,  the  urine  showed  a 1+  protein,  and  the  examina- 
tion was  negative.  The  patient  was  to  return  for  her  regular 
visit  in  two  weeks,  but  five  days  later  her  obstetrician  refilled 
by  phone  the  codeine  prescription  for  abdominal  pain. 

Three  days  later,  at  about  28  weeks  gestation,  she  was 
taken  to  the  ED  by  ambulance  complaining  of  severe  “sharp” 
pain  in  the  abdomen.  She  had  a fever  of  100.4°F  and  some 
vaginal  spotting.  She  was  nauseated,  but  had  not  vomited. 
She  gave  a history  of  pain  in  her  abdomen  for  about  a month, 
but  since  early  morning  the  pain  had  been  occurring  about 
every  15  minutes. 

She  was  sent  to  the  labor  and  delivery  suite,  where  her 
abdominal  pain  continued  and  she  began  complaining  of  pain 
in  the  right  chest,  with  difficulty  breathing.  Three  hours  after 
this  admission  to  the  ED  her  fever  was  102.4°F.  The  FHTs 
were  120/min  but  there  was  thought  to  be  some  variable  de- 
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crease.  Believing  that  the  patient  was  having  some  emer- 
gency condition  associated  with  her  pregnancy,  her  obste- 
trician performed  a cesarean  section.  When  the  abdomen  was 
opened  about  a “quart  of  pus  came  out.”  The  uterus  was 
opened  and  a 2 lb  8 oz  male  infant  who  seemed  to  be  healthy 
except  for  the  prematurity  was  delivered.  The  abdomen  was 
full  of  pus,  with  very  heavy  adhesion  formation  throughout. 
A blown  out  appendiceal  stump  was  identified,  and  the  sur- 
geon speculated  that  it  had  been  ruptured  for  10  days  to  two 
weeks.  She  was  noted  to  be  bleeding  from  every  surface,  and 
there  was  a noted  lack  of  clotting  of  the  blood.  Laboratory 
studies  confirmed  the  diagnosis  of  disseminated  intravascu- 
lar coagulation.  She  was  transfused  with  quantities  of  fresh 
frozen  plasma  and  whole  blood.  The  operation  was  com- 
pleted with  the  closure  of  the  skin  incision  and  the  patient, 
who  “looked  more  stable,”  was  transferred  to  the  intensive 
care  unit. 

The  patient’s  condition  remained  critical  with  hypotension, 
tachycardia  and  fever,  and  she  was  thought  to  be  in  septic 
shock.  Antibiotic  coverage,  begun  in  the  operating  room,  was 
continued,  but  the  WBC  count  rose  to  87,000/cu  mm,  and  a 
maculopapular  rash  appeared.  The  sequence  of  events  was 
thought  to  be  acute  appendicitis  with  rupture  and  gram-nega- 
tive sepsis.  Blood  culture  confirmed  this  impression.  She 
seemed  to  remain  neurologically  alert  but  developed  puru- 
lent pleural  effusions  bilaterally.  CT  of  the  abdomen  showed 
a very  large  collection  of  fluid  extending  from  the  left  lateral 
subdiaphragmatic  area  down  to  the  pelvis.  Drainage  of  this 
fluid  yielded  400  cc  of  purulent  material  followed  by  a com- 
parable amount  of  frank  blood.  The  surgeon  believed  that  in 
attempting  to  remove  what  appeared  to  be  a pleural  effusion, 
the  diaphragm  had  been  opened  and  that  the  fluid  came  from 
the  abdomen. 

The  patient  began  to  develop  multiple  organ  failure,  with 
the  heart  becoming  enlarged,  the  lungs  showing  evidence  of 
congestive  failure,  the  urinary  output  falling,  and  the  BUN/ 
creatinine  rising.  Renal  dialysis  was  considered,  but  the  pa- 
tient was  thought  not  to  be  a suitable  candidate.  She  contin- 
ued to  go  downhill,  and  died  some  three  weeks  following  the 
operation. 

Despite  some  evidence  of  hyaline  membrane  disease,  the 
infant  was  able  to  leave  the  hospital  in  good  condition  at  20 
days  of  age. 

Loss  Prevention  Comments 

It  is  obvious  that  a deadly  delay  in  diagnosis  of  acute  ap- 
pendicitis occurred  in  this  case,  but  to  make  such  an  error  in 
judgment  is  not  medical  malpractice!  With  the  history  of 
Crohn’s  disease,  the  physicians  who  cared  for  this  lady  were 
led  away  from  the  real  diagnosis.  There  was  a willingness  to 
attribute  the  pain  to  “musculoskeletal”  origins  rather  than  to 
look  further.  She  was  given  narcotics  on  her  first  visit  to  the 


ED  at  a time  when  she  had  an  elevated  WBC  count  and  a 
shift  to  the  left  on  differential  count.  There  is  no  mention  in 
the  ED  records  of  a thorough  abdominal  examination  except 
for  references  to  the  pregnancy,  and  the  statement  after  nar- 
cotics had  been  given  that  the  abdomen  appeared  “normal.” 
On  the  second  visit  to  the  ED,  she  was  said  to  be  having 
“severe  abdominal  pain,”  but  again  with  no  mention  of  an 
abdominal  examination  except  for  the  pregnancy.  No  blood 
was  drawn  for  a WBC  count  and  differential.  Codeine,  which 
had  been  prescribed  shortly  after  the  first  ED  visit,  was  con- 
tinued. There  was  a telephone  refill  of  the  codeine  without  a 
visit  after  the  second  ED  evaluation.  Obviously,  the  narcot- 
ics masked  the  pain  in  the  abdomen  which  could  have  led  to 
earlier  intervention. 

It  looks  very  bad  for  our  physicians,  but  given  the  history 
of  Crohn’s  disease  and  some  treatment  of  that  condition  with 
methotrexate  and  prednisone  (we  have  no  information  as  to 
how  long  before  the  pregnancy  these  drugs  were  stopped), 
there  was  plenty  of  room  for  confusion  as  to  the  real  prob- 
lem. It  is  hard  enough  to  make  an  early  diagnosis  of  acute 
appendicitis  at  this  stage  of  pregnancy  without  the  complica- 
tion of  a history  of  Crohn’s  disease. 

However,  the  patient  said  all  along  that  her  pain  did  not 
feel  like  the  pain  she  had  experienced  with  the  acute  stage  of 
her  Crohn’s  disease,  and  in  retrospect  this  statement  should 
have  played  a greater  role  in  the  consideration  of  acute  ap- 
pendicitis as  a primary  diagnosis.  The  failure  to  listen  to  the 
patient,  to  consider  as  important  the  elevated  temperature  and 
WBC  count,  and  the  masking  of  the  abdominal  pain  with 
narcotics  were  thought  to  be  sufficiently  serious  deviations 
from  the  accepted  standard  of  care  to  warrant  a settlement  in 
this  case.  There  was  also  a very  large  medical  expense  bill, 
and  a father  left  with  a small  baby  to  care  for.  All  of  this 
pushed  hard  for  settlement  rather  than  a trial  and  the  risk  of  a 
jury  verdict. □ 
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Cardiac  Tamponade  as  die  Initial 
Presentation  of  Bronchioloalveolar 
Cell  Carcinoma 


Joseph  Hourany,  lYID;  Ryland  P.  Byrd  Jr.,  MD;  Thomas  M.  Roy,  MD 


Introduction 

A malignant  pericardial 
effusion  is  found  in  approxi- 
mately 20%  of  cancer  pa- 
tients at  autopsy.3  5 Neverthe- 
less, cardiac  tamponade  is 
rarely  reported  as  the  initial 
clinical  manifestation  of  ma- 
lignancy. When  it  does  occur, 
primary  bronchogenic  neo- 
plasms are  present  in  the  ma- 
jority of  the  patients.  These  solid  tumors  have  a tendency  to 
metastasize  to  the  mediastinal  lymph  nodes  and  to  the  epi- 
cardial  lymphatic  plexus.  Bronchioloalveolar  cell  carcinoma 
(BCC)  with  cardiac  tamponade  as  a presenting  feature  has 
been  reported  in  only  four  patients.6’7  We  present  an  addi- 
tional patient  who  had  a life-threatening  pericardial  effusion 
found  to  be  due  to  this  poorly  understood  pulmonary  neoplasm. 

Case  Report 

A 58-year-old  white  man  was  admitted  to  the  hospital  with 
severe  and  progressive  dyspnea.  He  complained  of  a dry 
cough  but  denied  fevers,  chills,  anorexia,  and  weight  loss. 
His  past  medical  history  was  unremarkable  except  for  a 100 
pack/year  history  of  tobacco  use.  He  had  no  known  exposure 
to  tuberculosis  or  environmental  toxins,  and  no  risk  factors 
for  human  immunodeficiency  virus  (HIV). 

He  was  afebrile,  with  a blood  pressure  of  1 18/76  mm  Hg 
and  a pulse  rate  of  1 16/min.  Respirations  were  26/min.  His 
neck  veins  were  distended  in  the  upright  position.  Breath 
sounds  were  diminished  in  the  right  posterior  lung  base,  and  vo- 
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cal  and  tactile  fremitus  were 
increased  in  the  same  area. 

Admission  laboratory 
data  revealed  a WBC  count 
of  9,200/cu  mm.  His  hemat- 
ocrit, serum  electrolytes,  and 
thyroid  function  tests  were  all 
normal.  Arterial  blood  gases 
obtained  on  breathing  room 
air  measured  a pH  of  7.43, 
Pco,  24  mm  Hg,  and  Po,  55 
mm  Hg.  His  chest  radiograph  confirmed  a globular  heart  and 
an  infiltrate  in  his  right  upper,  middle,  and  lower  lobes  (Fig.  1). 

Shortly  after  admission,  his  blood  pressure  decreased  to 
84/40  mm  Hg,  with  an  increase  in  his  pulse  rate  to  140/min, 
and  a pulsus  paradoxus  of  18  mm  Hg.  His  tachypnea  wors- 
ened to  36/min.  Hemodynamic  monitoring  showed  the  car- 
diac output  decreased  to  2 L/min,  with  an  estimated  cardiac 
index  of  1.1  L/min/sq  m.  The  systemic  vascular  resistance 
was  calculated  to  be  2,279  dyne/sec/cu  cm.  Equalization  of 
diastolic  pressures  was  confirmed  by  a central  venous  pres- 


Figure  1.  Chest  radiograph  on  admission  shows  a right-sided  diffuse 
infiltrate  with  obliteration  of  the  right  hemidiaphragm. 


ABSTOACT 

Bronchioloalveolar  cell  carcinoma  (BCC)  is  a relatively  uncom- 
mon form  of  bronchogenic  cancer  with  an  insidious  onset  and 
a variety  of  radiographic  appearances.  Although  the  World 
Health  Organization  currently  classifies  it  as  a subtype  of  adeno- 
carcinoma,1 many  investigators  view  BCC  as  a distinct  tumor 
with  characteristic  clinical  features.2  There  are  still  uncertain- 
ties regarding  its  origin,  as  well  as  the  significance  of  associ- 
ated clinical  findings  such  as  cardiac  tamponade. 
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Figure  2.  High-power  H&E  stained  specimen  from  lung  biopsy  showing 
tall  columnar  cells  with  papillary  growth  with  a preserved  native  septal 
architecture  consistent  with  bronchioloalveolar  cell  carcinoma  of  the  lung. 


sure  of  27  mm  Hg,  a pulmonary  artery  diastolic  pressure  of 
26  mm  Hg,  and  a pulmonary  artery  occlusion  pressure  of  26 
mm  Hg.  His  echocardiogram  identified  a large  pericardial 
effusion  and  right  ventricular  diastolic  collapse. 

Through  an  emergency  subxiphoid  pericardial  window 
1,000  ml  of  bloody  exudate  were  drained  from  the  pericar- 
dial space.  Initial  cytologic  examination  of  the  fluid  suggested, 
but  could  not  confirm,  a malignant  neoplastic  process.  After 
fiberoptic  bronchoscopy  failed  to  yield  a diagnosis,  an  open 
biopsy  of  the  right  upper  lobe  was  done.  Histologic  exami- 
nation demonstrated  a well-differentiated  BCC  (Fig.  2).  The 
patient  died  five  days  later  of  respiratory  insufficiency. 

Discussion 

Only  78  cases  of  malignancy  presenting  itself  as  cardiac 
tamponade  are  reported  in  the  medical  literature.8  Primary 
lung  cancers  are  responsible  for  the  majority  of  these  cases 
(Table  1),  with  bronchogenic  adenocarcinoma  responsible 
for  60%  and  squamous  cell  carcinoma  23%.  Adenocarcinoma 
is  usually  peripheral  in  the  pulmonary  parenchyma.  Its  de- 
layed recognition  allows  a greater  opportunity  for  initial  mani- 
festation as  cardiac  tamponade.  Squamous  cell  carcinoma,  on 
the  other  hand,  is  typically  recognized  early  due  to  symptoms 
caused  by  its  central  location  and  endobronchial  origin.8 

Adenocarcinoma,  squamous  cell,  and  large  and  small  cell 
carcinomas  of  the  lung  cause  pericardial  effusions  through 
lymphatic  obstruction.  These  lung  tumors  metastasize  to 
mediastinal  lymph  nodes.  From  these  deposits,  retrograde 
spread  occurs  to  the  epicardial  lymphatic  plexus. 9a() 

Tumors  that  metastasize  primarily  by  the  hematogenous 
route  or  that  rarely  spread  to  mediastinal  lymph  nodes  rarely 
cause  tamponade  (Table  1 ).  This  may  partly  explain  why  BCC 
is  infrequently  associated  with  pericardial  effusion  and 
tamponade.  Although  the  route  of  pericardial  lymphatic  ob- 
struction from  BCC  may  be  the  same  as  that  of  adenocar- 


TABLE  1 

TUMOR  TYPES  PRESENTING  AS  CARDIAC  TAMPONADE 


Tumor  Type 

Number 

Percentage 

Primary  lung  carcinoma 

48 

61 

Adenocarcinoma  of  unknown  primary 

8 

10 

Lymphoma/Leukemia 

7 

9 

Gastrointestinal  cancer 

4 

5 

Mesothelioma 

3 

4 

Ovarian  carcinoma 

2 

2.5 

Breast  carcinoma 

1 

1 

Other 

6 

7.5 

TOTAL 

79 

100 

cinoma,  lymph  node  metastases  occur  in  only  7.5%  of  pa- 
tients with  BCC."  In  addition,  there  is  one  report  of  BCC 
presenting  itself  as  cardiac  tamponade  diagnosed  by  peri-  j 
cardiocentesis  in  a patient  without  evidence  of  metastatic 
involvement  of  the  mediastinal  lymphatic  system.6  This  ob- 
servation is  consistent  with  the  clinical  experience  that  medi- 
astinoscopy is  less  useful  in  patients  with  bronchioloalveolar 
cell  lung  cancer  than  in  those  with  tumors  of  other  cell  types.12 

Multiple  epicardial  and  pericardial  bronchioloalveolar  cell 
tumor  nodules  have  been  documented  at  autopsy  in  patients 
with  cardiac  tamponade,7  which  supports  a hematogenous 
spread  to  the  epicardium  and  pericardium  by  this  tumor.  This 
is  intriguing,  since  the  primary  mechanism  for  spread  of  this 
tumor  is  the  lepedic  growth  of  malignant  cells  along  alveolar 
walls  and  to  other  lobes  via  aerogenous  spread.2 

Immediate  drainage  of  the  pericardial  fluid  may  be  life- 
saving. Long-term  management  may  require  sclerosis  of  the 
pericardial  space,  pericardial  fenestration,  subxiphoid  peri- 
cardiotomy, or  balloon  catheter  pericardiotomy.8  While  the 
prognosis  for  patients  with  cardiac  tamponade  due  to  malig- 
nancy is  poor,  prolonged  survival  with  manageable  morbid- 
ity is  possible.8  □ 
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Trauma  Rounds 

Repair  of  Penetrating  Cardiac 
Injury  Using  Skin  Staples 

G.  T.  Chapman,  MD  and  Scott  B.  Frame,  MD 


Introduction 

Trauma  centers  across  the  country  are  seeing  a rise  in  pen- 
etrating trauma.  With  this,  the  incidence  of  cardiac  injury  is 
also  increasing.  Patients  who  survive  to  reach  the  emergency 
department  (ED)  with  penetrating  injuries  to  the  heart  re- 
quire rapid  evaluation,  resuscitation,  and  intervention  if  the 
patient  is  to  survive.  Cardiac  tamponade  must  be  treated  ex- 
peditiously, and  this  often  requires  ED  thoracotomy  or  rapid 
transport  to  the  operating  room  (OR)  for  median  sternotomy 
or  thoracotomy. 

In  emergency  surgical  cases  such  as  these,  massive  blood 
loss  and  exposure  of  surgical  personnel  to  blood  are  charac- 
teristic. In  an  effort  to  minimize  such  exposure  and  hasten 
therapy  in  cardiac  injuries,  the  use  of  skin  staples  has  been 
described  by  the  surgical  department  at  the  University  of  Cali- 
fornia in  San  Francisco  and  San  Francisco  General  Hospi- 
tal.1 They  chanced  upon  this  technique  in  the  animal  labora- 
tory when  a left  atrial  cannula  became  accidently  dislodged 
during  a research  procedure.  Appropriate  suture  material  was 
not  readily  available,  and  the  investigator  used  a standard  skin 
stapler  that  was  present  in  the  laboratory  to  close  the  left 
atrium.  They  subsequently  experimented  with  sheep  in  the 
laboratory  and  demonstrated  that  staples  could  be  used  suc- 
cessfully to  control  hemorrhage  from  lacerations  in  the  atria, 
ventricles,  and  the  proximal  pulmonary  artery.  They  have  sub- 
sequently used  the  technique  in  the  treatment  of  human  pa- 
tients with  penetrating  cardiac  injuries  with  excellent  success. 
This  case  report  illustrates  the  use  of  the  skin  staple  technique 
at  the  University  of  Tennessee  Medical  Center  at  Knoxville  for 
the  repair  of  a through-and-through  stab  wound  to  the  heart. 

Case  Report 

A 26-year-old  man  entered  the  ED  at  the  University  of 
Tennessee  Medical  Center  at  Knoxville  with  a history  of  a 
precordial  stab  wound.  Initially  the  heart  rate  was  125/min, 
systolic  blood  pressure  5 1 mm  Hg,  and  respiratory  rate  22/min. 
The  patient  was  awake  but  lethargic.  He  was  immediately 


From  the  Division  of  Trauma/Critical  Care,  University  of 
Tennessee  Medical  Center,  Knoxville. 


intubated  to  secure  the  airway  and  high-flow  intravenous  ac- 
cess was  obtained  with  peripheral  lines  and  a left  subclavian 
8 french  introducer.  Volume  resuscitation  rapidly  elevated  the 
patient’s  blood  pressure  to  the  90  to  100  mm  Hg  range.  Ex- 
amination showed  a laceration  at  nipple  level  on  the  left  ster- 
nal border.  Though  prehospital  personnel  reported  a great 
deal  of  blood  at  the  scene,  there  was  no  active  hemorrhage 
from  this  stab  wound  in  the  ED.  Central  venous  pressure  at 
the  time  of  insertion  of  the  subclavian  line  was  noted  to  be 
high.  At  this  point  the  patient’s  blood  pressure  remained  in 
the  90  to  100  mm  Hg  level  and  we  thought  the  patient  could 
be  taken  immediately  to  the  OR  for  median  sternotomy  and 
cardiac  exploration. 

The  patient  was  immediately  transported  to  the  OR  for  a 
standard  median  sternotomy.  With  retraction  of  the  rib  cage 
and  examination  of  the  anterior  pericardium  an  obvious  lac- 
eration on  the  anterior  surface  was  visible,  with  clot  readily 
apparent  within  the  pericardial  cavity.  The  pericardium  was 
widely  open  from  the  diaphragm  to  the  aortic  root,  and  as  the 
clot  was  evacuated,  hemorrhage  on  the  anterior  surface  of 
the  heart  was  noted  coming  from  the  right  ventricle.  With 
relief  of  the  tamponade,  the  patient  suffered  hemodynamic 
decompensation  which  was  treated  with  vigorous  fluid  re- 
suscitation. Finger  tamponade  on  the  right  ventricular  lac- 
eration was  initially  used  to  control  hemorrhage,  and  a stan- 
dard skin  stapler  (Ethicon  35W,  Ethicon  Corporation, 
Cincinnati,  OH)  was  used  to  rapidly  close  this  laceration. 

Bright  red  blood  continued  to  accumulate  in  the  pericar- 
dial cavity  during  the  course  of  the  anterior  laceration  repair. 
Therefore  after  control  of  this  hemorrhage,  the  heart  was  ro- 
tated medially  and  anteriorly  to  inspect  the  posterior  surface, 
where  an  exit  stab  wound  was  producing  rapid  hemorrhage 
from  the  left  ventricle.  The  skin  stapler  was  again  used,  but 
this  time  could  not  completely  control  the  hemorrhage.  Teflon 
pledgeted  Prolene  sutures  placed  to  buttress  this  repair 
achieved  complete  hemostasis. 

During  the  attempts  at  repair  of  the  posterior  laceration, 
the  patient  did  deteriorate  to  cardiac  fibrillation,  necessitat- 
ing two  attempts  at  electric  defibrillation  with  internal  paddles 
before  normal  cardiac  rhythm  was  restored.  With  normal  car- 
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diac  rhythm  and  hemorrhage  controlled,  the  patient  rapidly 
regained  hemodynamic  stability  with  further  fluid  resuscita- 
tion. The  heart  was  at  this  point  continuously  lavaged  with 
warm  saline  solution  to  stabilize  cardiac  temperature.  Also, 
the  exit  wound  through  the  posterior  pericardium  was  digi- 
tally probed,  exiting  into  the  left  chest.  Blood  continued  to 
well  up  through  this  pericardial  laceration,  necessitating  ex- 
ploration of  the  left  hemithorax,  which  demonstrated  some 
active  hemorrhage  from  a laceration  to  the  left  lower  lobe 
near  the  hilum.  Hemorrhage  was  controlled  with  Davol  lung 
clamps  over  the  laceration  and  after  a linear  stapling  to  close 
this  laceration  and  control  hemorrhage,  the  left  chest  was  lib- 
erally irrigated  with  normal  saline.  Complete  hemostasis  from 
all  the  patient’s  wounds  having  now  been  achieved,  a 40 
french  left  chest  tube  was  placed  and  two  36  french  medias- 
tinal tubes  were  also  positioned,  a right-angle  tube  at  the  base 
of  the  pericardium  and  a straight  tube  over  the  anterior  medi- 
astinum. No  attempts  were  made  to  close  the  pericardium,  as 
the  heart  was  edematous.  The  median  sternotomy  was  closed 
in  the  usual  fashion  with  sternal  wires,  and  the  patient  was  trans- 
ported in  stable  condition  to  the  trauma  intensive  care  unit. 

Postoperatively  the  patient  remained  hemodynamically 
stable.  He  progressed  rapidly,  regaining  full  consciousness 
within  several  hours,  and  was  extubated  approximately  24 
hours  after  surgery.  His  chest  tubes  were  all  removed  with- 
out complication  by  the  fourth  postoperative  day.  He  had  a 
holosystolic  murmur,  and  an  echocardiogram  confirmed  the 
traumatic  ventricular  septal  defect.  Since  the  septal  defect 
was  not  hemodynamically  significant,  no  further  interven- 
tion was  planned  during  this  hospitalization.  The  patient  did 
well  without  further  complications,  and  was  discharged  to 
home  on  postoperative  day  7,  the  status  of  the  traumatic  ven- 
tricular septal  defect  to  be  followed  as  an  outpatient  with  re- 
peat echocardiograms. 

Discussion 

The  increase  in  penetrating  cardiac  injuries  has  paralleled 
the  rise  of  violent  crime  in  this  country.  Advances  in  pre- 
hospital care  and  resuscitation  have  allowed  many  of  these 
patients  to  reach  EDs  with  signs  of  life.  The  institution  of 
effective  trauma  systems  has  seen  these  patients  transported 
to  trauma  centers  where  rapid  interventions  can  result  in  sur- 
vival in  what  would  previously  have  been  considered  lethal 
injuries.  Trauma  surgeons  are  now  faced  with  more  of  these 
patients  who  require  immediate  surgical  intervention,  with 
an  attendant  increase  in  exposure  to  blood  contamination. 
The  cardiac  staple  technique  greatly  decreases  the  risk  of 
blood  contamination  to  the  operating  surgeons.  It  does  not 
eliminate  the  chances  of  contamination  during  the  perfor- 
mance of  the  thoracotomy  or  sternotomy,  but  it  does  elimi- 
nate the  potential  of  a needle  stick  while  suturing  a cardiac 
wound  on  a beating  heart. 


The  Department  of  Surgery  at  San  Francisco  General 
Hospital  has  published  a report  of  a series  of  28  patients  suc- 
cessfully treated  with  cardiac  stapling.1  This  paper  was  pre- 
sented at  the  American  Association  for  the  Surgery  of  Trauma. 
During  the  discussions,  several  individuals  stated  that  they 
have  used  this  technique  at  their  trauma  centers,  including 
the  Washington  Hospital  Center  and  Ben  Taub  General  Hos- 
pital in  Houston.  All  have  expressed  satisfaction  in  their  re- 
sults using  this  technique. 

t • v 

A gun-type  stapler  with  a long  rotating  head  and  wide  (6 

• m 

mm)  staples  is  recommended,  as  it  appears  to  provide  the 
best  results  because  visualization  of  the  injury  is  better  than 
with  smaller  stapler  configurations  and  this  enables  precise  I 
placement  of  staples.  The  rotating  head  allows  the  easy  ap- 
proach to  lacerations  in  multiple  areas,  including  posterior 
lacerations  and  atrial  lacerations,  which  may  be  inaccessible 
with  other  types  of  skin  staplers.  Standard  staples  may  not 
allow  adequate  visualization  for  placement  of  the  staples,  and 
smaller  staples  tend  to  pull  through  the  myocardium. 

The  question  arises  as  to  whether  to  leave  staples  in  place 
or  to  use  them  only  as  temporary  hemorrhage  control.  In  the 
current  case  report,  the  choice  was  made  to  leave  the  staples 
in  place,  as  excellent  hemostasis  had  been  obtained  and  close 
inspection  of  the  heart  demonstrated  no  tearing  of  the  myo- 
cardium at  the  staples.  However,  some  authors  believe  that 
stapled  repairs  should  be  buttressed  with  pledgeted  sutures, 
followed  by  removal  of  the  staples.1  Patients  followed  for  up 
to  two  to  three  years  with  staples  in  place  have  failed  to  dem- 
onstrate any  adverse  effects.  The  San  Francisco  General  Hos- 
pital group  have  tended  more  recently  to  leave  staples  in  place 
and  not  attempt  to  remove  them  (verbal  communication).  We 
also  believe  that  this  is  a safe  course  of  action  as  long  as 
staples  have  been  appropriately  placed  and  adequately  con- 
trol hemorrhage. 

Successful  management  of  cardiac  injuries  depends  upon 
rapid  transport  of  the  patient  to  an  appropriate  facility,  prompt 
resuscitation,  high  index  of  suspicion  with  early  recognition 
of  the  injury,  and  immediate  definitive  surgical  management 
with  resumption  of  normal  cardiac  activity.2"6  Stapling  allows 
rapid  control  of  hemorrhage  in  most  cases  and  may  allow  for 
more  effective  resuscitation  and  reversal  of  shock.  Both  of 
these  should  result  in  improved  survival. 

Multiple  chamber  wounds  are  encountered  in  as  many  as 
10%  to  15%  of  cases  of  penetrating  cardiac  trauma,  and 
present  a distinct  challenge  to  the  trauma  surgeon.7,8  This  re- 
port demonstrates  this  exact  type  of  injury.  We  believe  that 
the  ease  of  hemorrhage  control  and  the  rapidity  with  which  it 
was  obtained  had  a direct  influence  on  this  patient’s  excel- 
lent outcome.  He  suffered  no  neurologic  deficit,  and  pro- 
gressed to  a rapid  and  satisfactory  recovery.  Rapid  control  of 
hemorrhage  from  the  posterior  cardiac  wound  in  the  left  ven- 
tricle was  definitely  accomplished  much  more  rapidly  than 
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had  attempts  initially  been  made  with  sutures.  These  wounds 
are  very  awkward  to  approach,  and  the  use  of  staples  allowed 
a minimal  length  of  time  when  the  heart  had  to  be  rotated  out 
of  its  normal  anatomic  position.  Such  rotation  compromises 
venous  return  and  cardiac  function,  and  minimizing  the  time 
when  the  heart  is  rotated  medially  and  anteriorly  improves 
the  patient’s  hemodynamic  status. 

In  the  current  era  of  hepatitis,  AIDS,  and  other  blood-borne 
pathogens,  minimizing  potentially  high-risk  activities  is  ad- 
vantageous to  personnel  caring  for  trauma  patients.  Suture 
cardiorrhaphy  performed  in  the  ED  or  in  the  OR  is  a high- 
risk  activity,  given  the  patient  population  normally  involved 
and  the  suture  technique  required.  The  use  of  the  skin  stapler 
to  effectively  control  hemorrhage  from  cardiac  wounds  mini- 
mizes this  potential  risk. 

Summary 

Cardiac  stapling  is  a highly  effective  technique  in  the 
management  of  hemorrhage  from  penetrating  cardiac  inju- 
ries. It  may  allow  the  salvage  of  patients  with  multiple  car- 
diac lacerations  who  would  not  otherwise  survive  following 
standard  suture  techniques  for  repair.  Cardiac  stapling  is  prob- 


ably not  indicated  in  complex  injury  cases  such  as  those  from 
gunshot,  and  the  trauma  surgeon  must  use  judgment  in  ap- 
plying the  staple  technique,  though  its  use  for  cardiorrhaphy 
in  the  ED  and  the  OR  will  minimize  the  risk  of  contamina- 
tion of  personnel  from  a needle  stick  from  the  repair  portion 
of  the  surgical  procedure.  Staplers  are  readily  available,  easy 
to  use  and  safe  to  surgical  personnel,  and  they  provide  rapid 
and  effective  hemostasis. □ 
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Case  Report 

A 65-year-old  man  with  adult  onset  diabetes  mellitus, 
hypertension,  and  cerebrovascular  disease  presented  himself 
to  the  Nashville  VA  Medical  Center  emergency  department 
with  a chief  complaint  of  progressively  severe  left  shoulder 
pain  for  12  hours.  The  patient  denied  any  recent  trauma  or 
injury.  He  felt  well  until  two  days  before  admission,  when  he 
developed  nausea  and  constipation,  and  twice  vomited  clear 
liquid.  He  denied  chest  or  abdominal  discomfort,  dyspnea, 
fever,  or  chills.  While  being  evaluated,  he  began  to  have  pain 
in  his  right  thigh.  His  medications  included  NPH  insulin, 
enteric  coated  aspirin,  diltiazem,  hydralazine,  furosemide, 
fluvastatin,  and  amitriptyline.  He  had  an  allergy  to  penicillin 
that  causes  hives. 

Physical  examination  revealed  an  alert,  obese  man  with  a 
temperature  of  98.0°F,  blood  pressure  160/92  mm  Hg,  heart 
rate  94/min,  and  respiratory  rate  1 8/min.  He  was  diaphoretic, 
his  lungs  were  clear  to  auscultation,  and  his  heart  sounds  were 
regular,  without  murmur  or  rub.  There  was  no  lymphad- 
enopathy.  Examination  of  the  abdomen,  left  arm,  and  right 
leg  was  unremarkable.  Laboratory  evaluation  revealed  a 
WBC  count  of  1 8,000/cu  mm,  with  a differential  of  92%  neu- 
trophils, 4%  lymphocytes,  and  4%  monocytes.  The  hemat- 
ocrit was  39%.  Chemistries  revealed  a sodium  of  133  mEq/ 
L,  chloride  103  mEq/L,  bicarbonate  19  mEq/L,  BUN  31  mg/ 
dl,  creatinine  2.5  mg/dl,  glucose  378  mg/dl,  and  CPK  650 
IU/L.  Electrocardiographic  findings  included  sinus 
tachycardia  with  a rate  of  100/min  and  no  acute  ST-segment 
changes  or  Q-waves.  He  was  admitted  to  the  intensive  care 
unit  with  a diagnosis  of  unstable  angina. 

Over  the  next  eight  hours,  he  developed  a fever  of  101°F 
and  his  left  arm  pain  worsened.  Initial  chest  x-ray  revealed  a 
small  amount  of  subcutaneous  emphysema  in  the  left  axilla, 
which  on  subsequent  radiograph  showed  rapid  progression 
to  involve  the  left  arm  and  chest  wall  (Fig.  1 ).  He  was  treated 
with  intravenous  vancomycin,  metronidazole,  clindamycin 
and  ceftazidime,  and  emergency  surgical  consultation  was 
obtained.  The  patient  developed  bullous  lesions  over  the  pos- 
terior deltoid,  associated  with  crepitance  over  the  left  axilla 


and  chest  wall,  as  well  as  over  the  right  quadriceps  region.  In 
conjunction  with  the  patient’s  family,  his  physicians  decided 
to  provide  supportive  care  only  in  light  of  the  extent  of  his 
disease.  He  died  14  hours  after  his  initial  presentation,  and 
postmortem  examination  was  declined.  Blood  cultures  later 
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grew  Clostridium  septicum. 

Discussion 

i 

C.  septicum  is  a gram-positive,  spore-forming,  anaerobic 
bacillus  that  can  flourish  in  ischemic  or  necrotic  tissue. 
Myonecrosis,  or  “gas  gangrene,”  due  to  clostridial  species,  has 
been  well  recognized  as  a complication  of  trauma  in  battles 
and  motor  vehicle  accidents,  as  well  as  in  abdominal  and 
pelvic  surgical  wounds.  Nontraumatic  clostridial  infection  is 
rare.  Three  patterns  of  this  entity  have  been  described:  vis- 
ceral anaerobic  cellulitis,  visceral  cellulitis  with  spread  to 
adjacent  muscle,  and  myonecrosis  at  a site  distant  to  the  pri- 
mary infection.1  The  last  form  is  least  common,  but  usually 
presents  a fulminant  course  and  portends  a grim  prognosis. 

Early  recognition  and  a high  index  of  suspicion  for  the 
diagnosis  are  essential  for  successful  management. 
Jendrzejewski  and  colleagues'  outlined  the  signs  and  symp- 
toms usually  seen  in  this  syndrome.  Clostridial  myonecrosis 


Presented  by  Francis  J.  Caprio,  MD,  primary  care  chief  medical 
resident,  VA  Medical  Center,  Nashville. 


Figure  1.  Extensive  subcutaneous  emphysema  is  seen  in  the  left  axilla 
and  chest  wall  about  12  hours  after  initial  presentation. 
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often  presents  with  a sense  of  heaviness  in  the  affected  area 
and  pain  that  is  out  of  proportion  to  physical  findings.  Rapid 
development  of  progressive,  brawny  edema  is  typically  fol- 
lowed by  formation  of  hemorrhagic  bullae  of  the  overlying 
skin.  Crepitance  may  be  minimal  early  in  the  course,  and 
subcutaneous  gas  can  often  be  identified  on  roentgenogram 
prior  to  its  development  on  physical  examination.  Low-grade 
fever  and  a heart  rate  faster  than  expected  for  the  correspond- 
ing body  temperature  may  be  seen.  Mental  clarity  is  typi- 
cally preserved,  though  patients  are  often  apprehensive.  WBC 
count  may  or  may  not  be  elevated,  and  there  may  be  labora- 
tory evidence  of  hemolysis.  Gram  stain  of  fluid  aspirated  from 
bullae  or  affected  tissue  typically  reveals  large  gram-positive 
rods  with  few  inflammatory  cells.  Definitive  diagnosis  is  usu- 
ally made  from  cultures  obtained  from  blood  or  from  tissue 
obtained  during  debridement. 

Nontraumatic  clostridial  infections  are  often  seen  in 
immunocompromised  hosts  in  association  with  breakdown 
of  mucosal  integrity  in  the  bowel,  particularly  in  the  setting 
of  leukemia,  colorectal  cancer,  necrotizing  colitis,  diabetes, 
or  cyclic  granulocytopenia.  Kornbluth  et  al2  reviewed  the  162 
cases  of  this  syndrome  reported  in  the  English  language  lit- 
erature between  1945  and  1987,  and  found  that  131  cases 
(81%)  occurred  in  patients  with  previously  diagnosed  or  oc- 
cult malignancy.  Sixty-five  cases  (40%)  were  associated  with 
hematologic  malignancy,  while  55  cases  (34%)  occurred  in 
patients  with  colorectal  carcinoma.  Of  the  latter  group,  le- 
sions were  situated  in  the  cecum  in  almost  half  of  the  cases. 


Diabetes  mellitus  was  a factor  in  19%  of  patients,  and  occult 
malignancies  were  most  often  discovered  in  these  patients. 

Immediate  initiation  of  antibiotic  therapy  and  emergency 
surgical  debridement  of  all  areas  of  necrosis  are  essential,  as 
mortality  is  near  100%  in  untreated  cases.  Intravenous  peni- 
cillin at  dosages  of  at  least  10  million  units  per  day  has  been 
recommended  as  the  drug  of  choice.2  In  patients  with  peni- 
cillin allergy,  metronidazole  or  clindamycin  is  a suitable  al- 
ternative. Since  gas  gangrene  and  myonecrosis  are  not  spe- 
cific for  clostridial  species,  initial  antibiotics  should  also 
cover  streptococcus,  staphylococcus,  enterococcus,  gram- 
negative organisms,  and  bacteroides.  Use  of  hyperbaric  oxy- 
gen as  adjunctive  therapy  may  improve  survival,  though 
controlled  randomized  trials  of  efficacy  in  humans  are  lack- 
ing.2 C.  septicum  produces  several  exotoxins  that  determine 
virulence,  including  the  lecithinase  alpha  toxin,  but  antitoxin 
administration  has  not  proven  to  be  clinically  useful.3  Sur- 
vival rate  for  nontraumatic  clostridial  infections  is  35%,  al- 
though the  subset  of  patients  with  distant  foci  of  myonecrosis 
fare  worse,  with  survival  rates  close  to  20%.2  Survivors  of 
C.  septicum  infection  should  be  investigated  for  occult  co- 
lonic malignancy.G 
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HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review  Committee  assists 
doctors  who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Impaired  Physician  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Department  of  Health  Report 

Postexposure  Irnmunoprophylaxis 
And  Chemoprophylaxis  for 
Communicable  Diseases 


William  L.  Moore,  MD 


Treatment  of  disease,  whether  caused  by  illness  or  injury, 
accounts  for  by  far  the  greatest  proportion  of  effort  and  ex- 
pense in  health  care  delivery.  Prevention  of  disease  is  a highly 
desirable  and  tremendously  cost-effective  enterprise.  Prophy- 
laxis following  exposure  to  a variety  of  communicable  dis- 
eases is  a well-established  principle  that  promises  to  grow  in 
significance  as  emerging  technology  and  emerging  diseases 
increasingly  demand  our  attention. 

Immunoprophylactic  agents  include  immune  serum  globu- 
lin (ISG),  hepatitis  B immune  globulin  (HBIG),  varicella- 
zoster  immune  globulin  (VZIG),  and  human  rabies  immune 
globulin  (HRIG).  Other  hyperimmune  globulin  preparations 
can  be  prepared  from  pooled  plasma  of  individuals  with  high 
antibody  levels  to  a specific  agent  such  as  mumps  or  measles. 

Hepatitis  A occurs  throughout  the  United  States  both  spo- 
radically and  in  periodic  outbreaks.  The  administration  of 
ISG,  derived  from  pooled  plasma,  has  been  shown  to  prevent 
infection  or  reduce  severity  of  disease  in  individuals  who  have 
had  a significant  exposure  to  hepatitis  A virus. 

Although  risk  should  be  assessed  in  each  situation,  house- 
hold and  close  family  contacts  of  an  infectious  case,  close 
playmates,  physically  intimate  contacts,  and  persons  such  as 
day  care  attendants  (especially  those  exposed  to  infected  dia- 
pered infants)  are  candidates  for  hepatitis  A immune  pro- 
phylaxis. Since  the  incubation  period  for  hepatitis  A can  be 
as  short  as  two  weeks,  immune  globulin,  in  a dose  of  0.02 
ml/kg  body  weight,  should  be  administered  intramuscularly 
not  later  than  two  weeks  after  exposure. 

Unfortunately,  while  this  is  of  established  benefit  in  pro- 
tecting individuals,  it  is  of  no  value  in  terminating  commu- 
nity outbreaks  of  the  disease.  For  individuals  who  risk  re- 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Moore 
is  the  Tennessee  State  Epidemiologist  and  Director  of  Communi- 
cable and  Environmental  Disease  Services  at  TDH. 


peated  exposure,  short-term  protection  with  immune  globu- 
lin along  with  active  immunization  with  hepatitis  A vaccine 
is  rapidly  gaining  favor  as  the  proper  approach. 

A number  of  hepatitis  A outbreaks  are  occurring  through- 
out the  United  States  at  present.  The  largest  is  in  the  state  of 
Oregon.  The  Memphis/Shelby  County  area  has  had  nearly 
2,000  cases  reported  since  July  1994. 

In  Tennessee  alone,  nearly  20,000  doses  of  ISG  have  been 
administered  over  the  last  two  years.  In  addition,  large  num- 
bers of  deploying  U.S.  services  members  have  been  given 
preexposure  ISG.  As  a consequence,  there  is  a national  short- 
age of  ISG  and  its  use  should  strictly  follow  judicious 
guidelines. 

Similarly,  persons  with  known  exposure  to  hepatitis  B vi- 
rus through  blood  or  sexual  contact,  or  newborns  of  HBsAg- 
positive  mothers,  benefit  from  administration  of  HBIG.  It  is 
important  to  administer  HBIG  as  soon  as  possible  after  de- 
livery or  other  exposure.  These  infants  should  receive  0.5  ml 
of  HBIG  intramuscularly  within  12  hours  of  birth  along  with 
the  initial  dose  of  hepatitis  B vaccine.  For  susceptible  adults 
following  exposure  to  HBsAg-positive  blood  or  body  fluids, 
a dose  of  0.06  ml/kg  body  weight  up  to  5 ml  should  be  given 
intramuscularly  as  soon  as  possible.  A comparable  dose  given 
within  14  days  of  sexual  exposure  to  a person  infected  with 
acute  or  chronic  active  hepatitis  B is  currently  recommended. 
Any  individual  who  is  repeatedly  at  risk  should  be  actively 
immunized  with  hepatitis  B vaccine. 

Although  human  rabies  is  rare  in  the  United  States,  it  is 
invariably  fatal.  The  effectiveness  of  postexposure  immuno- 
prophylaxis is  well  established,  but  development  of  rabies 
after  adequate  postexposure  prophylaxis  is  occasionally  re- 
ported. The  risk  of  exposure  to  rabies  must  be  carefully  as- 
sessed in  each  case. 

The  fear  evoked  by  the  threat  of  rabies  often  leads  pa- 
tients to  demand  inappropriate  prophylaxis  and  physicians 
often  relent  in  the  face  of  those  demands.  Although  health 
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departments  throughout  Tennessee  do  not  maintain  stocks  of 
rabies  immune  globulin  and  rabies  vaccine,  consultation  is 
available  at  local,  regional,  and  state  levels  to  assist  in  deter- 
mining the  appropriateness  of  its  use  in  a given  case.  Recent 
human  cases  have  been  associated  with  exposure  to  bats  even 
when  no  bite  can  be  found.  For  cases  of  bat  exposure,  more 
liberal  use  of  postexposure  passive  and  active  immunity 
should  be  considered. 

All  bite  wounds  must  be  cleansed  immediately  and  thor- 
oughly with  soap  or  detergent  and  flushed  with  ample  vol- 
umes of  water.  This  has  been  shown  experimentally  to  be  a 
very  important  step  in  preventing  rabies.  HRIG  at  20  IU/kg 
body  weight  must  then  be  administered  as  soon  as  possible, 
with  half  the  dose  at  the  wound  site  and  the  remainder  at  a 
remote  intramuscular  site.  Active  immunization  should  be 
initiated  simultaneously  but  given  in  a different  site  than  the 
HRIG.  Rabies  immune  globulin  is  not  recommended  for  in- 
dividuals who  have  previously  received  preexposure  or 
postexposure  prophylaxis. 

The  basic  principles  of  postexposure  immunoprophylaxis 
are  represented  in  the  examples  above.  First,  assess  the  risk 
of  exposure,  administer  the  specific  immune  globulin  at  the 
earliest  possible  time,  and  initiate  active  immunization. 

Chemoprophylaxis  of  certain  infectious  diseases  is  of  es- 
tablished efficacy  in  preventing  secondary  cases  or  commu- 
nity outbreaks.  During  World  War  II,  outbreaks  of  menin- 
gococcal disease  were  prevented  by  administration  of 
sulfonamides  to  close  contacts  of  cases,  especially  in  closed 
environments  such  as  military  barracks.  Although  still  effec- 
tive against  known  susceptible  strains,  resistance  to  sulfona- 
mides has  become  widespread.  Rifampin,  ceftriaxone,  or 
ciprofloxacin  are  currently  recommended.  Prophylaxis  should 
be  administered  only  to  household  and  other  intimate  con- 
tacts, based  on  a careful  assessment  of  the  likelihood  of  ex- 
posure. It  is  not  necessary  to  provide  prophylaxis  to  entire 
classrooms  or  other  casual  contacts.  Rifampin,  given  at  600 
mg  twice  daily  for  two  days  to  adults,  10  mg/kg  for  infants 
and  children  over  one  month  of  age,  and  5 mg/kg  for  those 
less  than  one  month  of  age,  is  currently  the  preferred  pro- 
phylactic program.  Active  immunization  with  meningococ- 
cal vaccine  may  be  indicated  if  dusters  of  cases  occur  in 
relatively  close  proximity. 

As  infection  with  the  human  immunodeficiency  virus 
(HIV)  continues  to  spread,  health  care  workers  are  increas- 
ingly at  risk  of  exposure  by  needle  sticks  and  other  sharp 
instruments  contaminated  with  blood.  The  overall  rate  of  in- 
fection following  such  exposure  in  health  care  workers  with 
no  other  risks  is  about  3 per  1 ,000  exposures.  Stratifications 
of  risk  suggest  that  the  volume  of  blood  and  depth  of  expo- 
sure are  highly  correlated  with  infection,  although  transmis- 
sion following  superficial  exposure  to  mucous  membrane  has 
been  observed.  Recent  evidence  suggests  that  short-term  ad- 


ministration of  zidovudine  (ZDV)  following  such  exposure 
may  be  protective,  but  failures  of  prophylaxis  are  well  docu- 
mented. The  FDA  has  not  approved  the  drug  for  postexposure 
prophylaxis,  and  recommendations  for  its  use  have  been 
equivocal.  Based  upon  the  findings  reported  in  the  Decem- 
ber 22, 1995  Morbidity  and  Mortality  Weekly  Report,  it  seems 
likely  that  ZDV  should  be  used  in  doses  of  1,000  mg/day  for 
three  to  four  weeks  unless  further  studies  of  efficacy  toxicity 
indicate  otherwise.  With  the  availability  of  protease  inhibi- 
tors, an  assessment  of  combined-drug  postexposure  prophy- 
laxis, will  be  evaluated.  Given  the  small  number  of  cases, 
efficacy  will  be  difficult  to  determine. 

In  summary,  prevention  of  disease  is  a laudable  goal  and 
postexposure  prophylaxis  is  of  proven  efficacy  and  cost- 
effectiveness  in  preventing  several  communicable  diseases. 
Established  principles  must  be  followed  and  sound  judgment 
applied  in  selecting  individuals  for  postexposure  prophy- 
lactic regimens. □ 


Looking  for  More  Balance  in  Your  Life? 


Team  Health  currently  has  Primary  Care  opportunities  for 
1M/FP  physicians  as  well  as  PA's  and  NP's  in  the  East 
Tennessee  area.  Our  Primary  Care  positions  have  regular  work 
hours  offering  you  the  perfect  balance  between  your  career 
and  your  personal  life. 

Team  Health  combines  only  the  highest  quality  physicians, 
physician  assistants  and  nurse  practitioners  with  an  excellent 
support  staff  of  healthcare  professionals  dedicated  to 
providing  superior  service  in  the  communities  we  serve. 
Our  medical  professionals  enjoy  a wide  selection  of  practice 
situations;  health  insurance;  40 IK;  paid  vacation  and  sick  days, 
CME  and  paid  holidays. 

For  more  information  about  Primary  Care  opportunities 
with  Team  Health,  please  call  Terri  Hancock  at 

1-800-342-2898 

TEAM 
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Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America . 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (800)6245293 

Or  write  To: 

MSGTIARRY  PORTER 
AFRRCS/RSHS 
1364  Chennault  Circle 
Dobbins  ARB,  GA  300694904 


News  and  Views 


TMA  Alliance  Report 


Yes,  We  Can! 

The  Tennessee  Medical  Association  Alliance  has  a mission, 
and  that  is  to  assist  in  programs  of  the  TMA  that  improve  the 
health  and  quality  of  life  of  all  people.  The  Alliance  promotes 
health  education,  encourages  participation  of  volunteers  in  ac- 
tivities that  meet  health  needs,  and  supports  health-related  chari- 
table endeavors.  Each  member  of  the  Alliance  has  an  opportu- 
nity, a privilege,  and  an  obligation  to  serve  our  fellow  man. 

With  a motto  of  “Yes,  we  can!”  the  Alliance  begins  a new 
year  with  emphasis  on  four  main  areas.  We  can  continue  our 
strong  commitment  to  and  leadership  for  fund  raising  for  AMA- 
ERF  (American  Medical  Association  Education  and  Research 
Foundation).  The  Tennessee  Alliance  traditionally  leads  the 
nation  in  fund  raising  for  AM  A-ERF.  In  the  1 995- 1 996  year  the 
Alliance  raised  approximately  $180,000  and  is  still  counting. 
This  is  of  vital  importance  to  the  education  of  future  physi- 
cians. We  can  make  a contribution  to  the  good  health  of  all  Ten- 
nesseans with  the  many  local  county  health  projects.  TMAA 
supports  the  AMAA  SAVE  (Stop  America’s  Violence  Every- 
where) program.  Our  goal  this  year  is  to  have  each  county  alli- 
ance mark  SAVE  Today,  October  9,  1996,  in  some  way.  We  can 
be  a voice  for  the  medical  community  on  legislative  issues,  and 
make  sure  we  are  heard — always  with  the  goal  of  the  best  inter- 
est of  the  health  and  well-being  of  the  patient. 

We  can  increase  our  membership.  This  is  of  vital  importance. 
Membership  is  a major  focus  this  year.  The  role  of  every  mem- 
ber is  important,  whether  supporting,  contributing  or  both.  The 
valuable  work  of  the  Alliance  should  appeal  to  spouses  of  all 
physicians.  We  need  to  spread  the  word!  TMA  reports  a mem- 
bership of  over  6,000  members.  The  Alliance  has  slightly  fewer 
than  2,000.  There  is  great  potential  for  an  increase  in  member- 
ship. There  is  the  possibility  of  establishing  some  new  county 
alliances.  The  Alliance  welcomes  and  encourages  help  from  the 
TMA  in  recruiting  members. 

We  Tennesseans  know  all  about  volunteering.  Working  with 
the  TMA,  the  Alliance  can  make  a difference  for  the  good  health 
of  our  fellow  man.  Yes,  We  Can! 

Annelle  Bond 
TMAA  President 


Personal  News 

Susan  T.  Andrews,  M.D.,  president  of  the  Rutherford  County- 
Stones  River  Academy  of  Medicine,  and  David  L.  Johnson,  M.D., 
secretary  of  the  Academy,  have  been  elected  to  the  Rutherford 
County  School  Board.  This  is  a special  honor  because  this  is  the 
first  year  members  have  been  elected  to  the  board;  up  to  this 
point  the  board  has  been  appointed. 

Patrick  Maxwell,  M.D.,  Nashville,  has  been  named  one  of  the 
honorary  chairpersons  of  Operations  Smile,  a non-for-profit 
organization  devoted  to  providing  corrective  surgery  and 
advocacy  for  underserved  children  in  Tennessee  and  Kentucky 
suffering  from  facial  deformities. 


In  Memoriam 

Sam  Young  Garrett,  age  77.  Died  May  2,  1996.  Graduate  of 
Harvard  Medical  School.  Member  of  Nashville  Academy  of 
Medicine. 

V.  H.  Griffin,  age  90.  Died  May  16,  1996.  Graduate  of  Vander- 
bilt University  School  of  Medicine.  Member  of  Montgomery 
County  Medical  Society. 

James  T.  Hayes  Sr.,  age  94.  Died  April  28,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Nashville 
Academy  of  Medicine. 

Matthew  W.  Wood  Sr.,  age  71.  Died  May  3,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Mary'  E.  Carter,  MD,  Chattanooga 

John  R.  Collins,  MD,  Chattanooga 

Larry  R.  Debarge,  MD,  Chattanooga 

Frank  R.  Eldridge,  MD,  Hixson 

Jitendra  G.  Gandhi,  MD,  Chattanooga 

Elaine  W.  Hatch,  MD,  Hixson 

Kenneth  H.  Hayman  Jr.,  MD,  Hixson 

Gordon  A.  Herrald,  MD,  Chattanooga 

Bessie  A.  Ingram-N unally,  MD,  Chattanooga 

Oliver  W.  Jenkins  Jr.,  MD,  Chattanooga 

Lizbeth  A.  Kennedy,  MD,  Chattanooga 

Marian  G.  May,  MD,  Hixson 

Steven  L.  May,  MD,  Hixson 

Becky  S.  McMahan,  MD,  Hixson 

David  L.  Neall,  MD,  Hixson 

James  T.  N unally  Jr.,  MD,  Chattanooga 

Richard  R.  Pesce,  MD,  Chattanooga 

Richard  E.  Poehlein,  MD,  Hixson 

Bryan  Richardson,  MD,  Chattanooga 

Jane  L.  Rohrer,  MD,  Chattanooga 

Ann  H.  Rybolt,  MD,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

JeffS.  Zabel,  MD,  Jackson 

DICKSON  COUNTY  MEDICAL  SOCIETY 

T.  Edwin  Cook,  MD,  Dickson 
Anthony  G.  Zimmermann,  MD,  Dickson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  E.  McDonald  Jr.,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Dana  P.  Edwards,  MD,  Morristown 
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Stephen  P.  Graham,  MD,  Morristown 
Elizabeth  A.  Jones,  MD,  Morristown 
Charles  E.  Leonard,  MD,  Jefferson  City 
Robert  A.  Sarlo,  MD,  Morristown 
Harry  A.  Zain,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Jeffrey  J.  Gleason,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Maroun  T.  Dick,  MD,  Memphis 
Mark  C.  Dixon,  MD,  Memphis 
John  E.  Goddard,  MD,  Germantown 
William  T.  Herring,  MD,  Memphis 
Garnett  A.  Murphy,  MD,  Germantown 
Michael  D.  Neel,  MD,  Memphis 
Seth  L.  Yoser,  MD,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Steven  P.  Key,  MD,  Nashville 
Kimberly  A.  Klippenstein,  MD,  Nashville 
Jeffrey  S.  Lodge,  MD,  Nashville 
Alexander  G.  Nein,  MD,  Nashville 
Andrew  R.  Sager,  MD,  Nashville 
John  T.  Shaw,  MD,  Nashville 
Joseph  A.  Wieck,  MD,  Nashville 
Michael  D.  Zanolli,  MD,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Daniel  P.  Green  Jr.,  MD,  Newbern 
Mohan  P.  Rao,  MD,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Evangelito  C.  Garingan,  MD,  Chattanooga 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Camilla  C.  Bennett,  MD,  Oak  Ridge 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

Willie  V.  Melvin,  MD,  Springfield 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

John  B.  Raff,  MD,  Kingsport 
James  M.  Turnbull,  MD,  Kingsport 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

John  R.  Thompson,  MD,  Nolensville 

WILSON  COUNTY  MEDICAL  SOCIETY 

Gary  G.  Gallant,  MD,  Lebanon 


Board  of  Medical  Examiners 


Minutes  - April,  1996 

Name:  Richard  Bell,  MD  (Murfreesboro) 

Violation:  Personal  misuse  of  drugs;  unprofessional,  dis- 
honorable, or  unethical  conduct;  dispensing,  prescribing,  or  dis- 
tributing a controlled  substance  in  violation  of  law. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  suspension  of  DEA  certificate,  may  request  permission  to 
apply  for  reinstatement  in  one  year;  must  notify  the  Board  upon 


reissuance  of  DEA  certificate  and  submit  copies  of  all  required 
controlled  substance  logs  quarterly  for  one  year;  assessed  civil 
penalty  of  $500;  must  maintain  advocacy  of  the  Impaired  Physi- 
cian Program. 

Name:  Rhonda  Brennan,  MD  (Nashville) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; violation  of  a criminal  statute;  dispensing,  prescribing,  or 
distributing  a controlled  substance  not  in  the  course  of  profes- 
sional practice  or  not  in  good  faith  to  relieve  pain  and  suffering, 
or  not  to  cure  an  ailment,  physical  infirmity,  or  disease;  engag- 
ing in  the  practice  of  medicine  when  mentally  or  physically  un- 
able to  do  so  safely. 

Action:  Per  agreed  order,  summary  suspension  lifted;  license 
placed  on  probation  for  five  years;  practice  restricted  for  one 
year  to  one  specific  practice  location  approved  by  the  Board; 
practice  restricted  to  specialty  of  psychiatry;  must  be  supervised 
by  a licensed  psychiatrist  or  addictionologist  for  one  year;  must 
have  patient  files  reviewed  by  supervisor;  must  maintain  the 
advocacy  of  the  Impaired  Physician  Program  during  proba- 
tion period;  must  show  proof  that  all  pending  criminal  mat- 
ters against  her  are  resolved  prior  to  engaging  in  the  practice 
of  medicine;  must  maintain  recommended  therapy;  must  strictly 
observe  all  federal  regulations  regarding  storage,  logging,  and 
issuance  of  controlled  substances  if/when  DEA  registration  is 
restored;  must  complete  additional  continuing  medical  educa- 
tion; must  notify  any  employers  or  facilities  where  she  may  ob- 
tain privileges  of  disciplinary  action;  may  not  apply  for  rein- 
statement of  DEA  for  one  year;  must  notify  the  Board  of  any 
application  for  licensure  in  another  state;  may  not  seek  modifi- 
cation of  agreed  order  for  two  years. 

Name:  Freeman  Clark,  MD  (Memphis) 

Violation:  Disciplinary  actions  in  other  states. 

Action:  License  placed  on  probation  for  two  years;  must  main- 
tain contract  with  the  Impaired  Physician  Program  (IPP);  must 
limit  practice  outside  his  residency  to  a schedule  satisfactory  to 
IPP;  must  continue  psychiatric  treatment;  must  complete  150 
hours  of  community  service;  must  notify  hospitals  where  prac- 
tice privileges  have  been  granted;  assessed  a civil  penalty  of  $ 100. 

Name:  George  Knox  III,  MD  (Nashville) 

Violation:  Overprescribing. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  must  complete  course  on  overprescribing;  assessed  civil 
penalty  of  $500. 

Name:  Gita  Mishra,  MD  (Nashville) 

Violation:  Failure  to  meet  ’CLIA  regulations. 

Action:  Per  agreed  order,  must  agree  to  unannounced  inspec- 
tions of  her  office  by  the  Department  of  Health  during  the  next 
six  months  and  abide  by  any  recommendations  made  for  repair. 

Name:  Anup  K.  Satpathy,  MD  (McKenzie) 

Violation:  Conviction  of  a DUI  and  failure  to  disclose  con- 
viction on  license  renewal  application. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  must  appear  personally  before  Board  at  the  end  of  proba- 
tionary period;  must  notify  any  health  care  facility  or  agency 
where  he  applies  for  or  obtains  privileges;  assessed  civil  penalty 
of  $1,000. 
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AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  April,  1996.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two, 
or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1;  for  the  three-year 
award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1.  Each  application  for  the  PRA  must  also  verify  par- 
ticipation in  Category  2 CME  activities. 

David  G.  Alfredson,  MD,  Belfast 
Robert  F.  Baker,  MD,  Sparta 
Arlene  J.  Donowitz,  MD,  Chattanooga 
Arthur  C.  Fleischer,  MD,  Nashville 
Carl  R.  Hampf  MD,  Nashville 
W.  Powell  Hutcherson,  MD,  Chattanooga 
Nat  E.  Hyder  Jr.,  MD,  Johnson  City 
Eugene  R.  Kidwell,  MD,  Kingsport 
Michael  O.  Koch,  MD,  Nashville 
Rodger  P.  Lewis,  MD,  Union  City 
Bernardino  D.  Marcelo,  MD,  Rogersville 
Josephina  Q.  Marcelo,  MD,  Rogersville 
Warren  T.  Norman,  MD,  Fayetteville 
Stewart  N.  Perlman,  MD,  Nashville 
Rodney  A.  Poling,  MD,  Columbia 
James  S.  Powers,  MD,  Nashville 
Gregory  R.  Weaver,  MD,  Nashville 
Michael ./.  Winsor,  MD,  Kingsport 


CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with 
patients,  participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Center 
Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

July  15-19  Contemporary  Clinical  Neurology — Hilton  Head  Isf.S.C. 
Aug.  8-9  Endoscopic  Sinus  Surgery  and  Revision  Surgery  Workshop 

Aug.  15-16  1st  Clinical  Oncology  Symposium 
Sept.  25-28  Pulmonary/Critical  Care  Medicine — Destin,  Fla. 

Oct.  18-19  Laryngeal  Video  Endostroboscopy  Workshop 
Nov.  13-16  2nd  Neonatology  Symposium — Asheville,  N.C. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821  1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


July  22-27 

Aug.  17-22 
Sept.  19-20 

Sept.  6 
Sept.  15-17 
Oct.  11-12 
Oct.  14-16 
Oct.  28-30 
Nov.  15-16 
Nov.  18-19 
Dec.  3-5 


Memphis 

Contemporary  Issues  in  Obstetrics  and  Gynecology — 
Destin,  Fla. 

Pharmacology  of  Thermoregulation 
28th  Conference  on  the  Mother,  Fetus,  and  Newborn 
Knoxville 

Hormone  Replacement  Conference 
Internal  Medicine  Conference — Gatlinburg 
Genetics  Conference 

18th  Obstetric  Office  Ultrasound  Workshop 
1 6th  Smoky  Mountains  Ob/Gyn  Seminar — Gatlinburg 
New  Concepts  in  the  Treatment  of  Cardiac  Disorders 
Pediatric  Trauma  Conference 
Perinatal  Update  ’96 — Gatlinburg 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician's  Recognition  Award. 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


St.  Thomas  Hospital — Nashville 

Continuing  Education  Schedule 

Sept.  21  Contemporary  Topics  in  Surgical  Pathology  X:  A Pot 
Pourri  of  Surgical  Pathology 

For  information  contact  Registration  Secretary,  St.  Thomas 
Hospital,  (615)  222-2007. 
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TMA  Organizational 


Highlights  of  the  TMA  Board  of  Trustees  Meeting 

April  10  and  14, 1996 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
second  quarter  meeting  in  Knoxville,  April  10  and  14,  1996.  The  Board: 


Tennessee  Medical  Foundation 

Received  the  annual  report  from  Dr.  David  Dodd,  Medical 
Director  of  the  Tennessee  Medical  Foundation,  on  the  Impaired 
Physician  Program. 

TMA  Subsidiary  Reports 

Received  annual  reports  from  TMA  Physician  Services,  Inc. 
and  The  TMA  Association  Insurance  Agency,  Inc. 

TMA  Strategic  Plan 

Received  a report  from  Dr.  Richard  Pearson  on  the  progress 
of  the  TMA  Strategic  Plan. 

Board  of  Medical  Examiners 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the  Board  of  Medical  Examiners  (representing 
East  Tennessee):  Drs.  David  O’Neal,  Chattanooga;  Ralph 
McGraw,  Chattanooga;  and  Hays  Mitchell,  McDonald. 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the  Board  of  Medical  Examiners  (representing 
Middle  Tennessee):  Drs.  Daniel  L.  Starnes,  Nashville  (for  reap- 
pointment); Thurman  L.  Pedigo,  Nashville;  and  Subhi  D.  Ali, 
Waverly. 

Emergency  Medical  Services  Board 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the  Emergency  Medical  Services  Board:  Drs. 
Donald  E.  Barker,  Chattanooga;  Marshall  J.  Stout,  Kingsport; 
and  Sullivan  Smith,  Cookeville. 

Medical  Laboratory  Board 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the  Medical  Laboratory  Board:  Drs.  Richard  E. 
McLendon,  Memphis;  Donald  Stockstill,  Memphis;  William  D. 
Burton,  Memphis. 

AMA  Alliance  President-Elect 

Agreed  to  financially  assist  in  hosting  a reception  honoring 
Mrs.  Johnnie  Amonette,  AMA  Alliance’s  president-elect,  at  the 
AMA  meeting  in  June  1997. 

Resolutions  and  Bylaw  Amendments 

Reviewed  all  resolutions  and  Bylaw  amendments  to  be  sub- 
mitted to  the  House  of  Delegates  and  took  a position  on  each. 


1995  Audit 

Approved  the  1995  audit  of  the  Tennessee  Medical  Associa- 
tion as  submitted  by  TMA’s  certified  public  accountants, 
Bellenfant  and  Miles,  P.C. 

Quarterly  Reports 

Received  quarterly  reports  from  the  following:  State  Volun- 
teer Mutual  Insurance  Company  (SVMIC),  Independent 
Medicine’s  Political  Action  Committee  of  Tennessee  (IMPACT), 
Tennessee  Medical  Foundation,  Tennessee  Delegation  to  the 
AMA,  and  the  TMA  Alliance. 

Retiring  Board  Members 

Recognized  retiring  members  of  the  Board  of  Trustees:  Drs. 
Virgil  H.  Crowder  Jr.;  Thurman  L.  Pedigo;  Charles  T.  Womack; 
and  Phillip  E.  Wright  II,  and  presented  an  engraved  plaque  to 
each  retiring  member. 

BHO  Meeting  with  Commissioner  Corker 

Agreed  to  meet  with  state  Finance  and  Administration  Com- 
missioner Corker  concerning  the  plan  to  include  mental  health 
services  in  the  TennCare  program. 

Board  of  Trustees  Officers 

Elected  Drs.  Michael  A.  McAdoo,  Milan,  as  chairman  of 
the  Board  and  William  B.  Harwell,  Jr.,  Nashville,  as  vice- 
chairman. 

Association  Officers 

Elected  Dr.  James  Chris  Fleming,  Memphis,  as  secretary/ 
treasurer  of  the  Association,  and  Mr.  Donald  H.  Alexander  as 
assistant  secretary/treasurer. 

Medical  Specialty  Officers 

Appointed  members  of  the  Board  to  serve  as  liaisons  to  the 
medical  specialty  organizations. 

TMA  Impaired  Physician  Loan  Fund  Inc. 

Agreed  to  appoint  the  following  physicians  to  serve  a one- 
year  term  on  the  TMA  Impaired  Physician  Loan  Fund,  Inc.  Board 
of  Directors:  Drs.  William  C.  Anderson,  Nashville;  Luthur  A. 
Beazley  Jr.,  Nashville;  James  Chris  Fleming,  Memphis;  Murray 
W.  Smith,  Nashville;  Charles  B.  Thome,  Nashville. □ 
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TMA  Leadership  1996-1997 


OFFICERS  OF  THE  ASSOCIATION 

President Richard  M.  Pearson,  MD,  Memphis 

President-Elect  R.  Benton  Adkins,  MD,  Nashville 

Vice-President  (East) John  J.  Ingram  III,  MD,  Maryville 

Vice-President  (Middle)  Subhi  D.  Ali,  MD,  Waverly 

Vice-President  (West) Neal  S.  Beckford,  MD,  Memphis 

Secretary-Treasurer  James  Chris  Fleming,  MD,  Memphis 

Speaker — House  of  Delegates  Robert  D.  Kirkpatrick,  MD,  Memphis 

Vice-Speaker — House  of  Delegates Sam  J.  Williams  III,  MD,  Chattanooga 

BOARD  OF  TRUSTEES 


R.  Benton  Adkins  Jr.,  MD Nashville 

David  R.  Barnes,  MD Chattanooga 

Robert  E.  Bowers,  MD Chattanooga 

James  Chris  Fleming,  MD Memphis 

David  K.  Garriott,  MD Kingsport 

William  B.  Harwell  Jr.,  MD,  Vice-Chairman Nashville 

Clark  E.  Julius,  MD Knoxville 

Robert  D.  Kirkpatrick,  MD Memphis 

Joel  R.  Locke,  MD Franklin 

Michael  A.  McAdoo,  MD,  Chairman Milan 

Ronald  E.  Overfield,  MD  Nashville 

Richard  M.  Pearson,  MD Memphis 

Sam  J.  Williams  III,  MD Chattanooga 

Jesse  C.  Woodall  Jr.,  MD Bartlett 


COUNCILORS 


First  District Burgin  E.  Dossett  Jr.,  MD,  Johnson  City 

Second  District John  E.  DePersio,  MD,  Knoxville 

Third  District Donna  K.  Hobgood,  MD,  Chattanooga 

Fourth  District A.  Austin  Jones,  MD,  Livingston 

Fifth  District Theresa  T.  Morrison,  MD,  Fayetteville 

Sixth  District H Victor  Braren,  MD,  Nashville,  Chairman 


Seventh  District Malcolm  A.  Cox,  MD,  Pulaski 

Eighth  District James  D.  King,  MD.  Selmer,  Secretary 

Ninth  District Kenneth  R.  Maloney,  MD,  Dyersburg 

Tenth  District Patrick  J.  Murphy,  MD,  Memphis 


DELEGATES  TO  THE  AMA 


Charles  Ed  Allen,  MD Johnson  City 

Robert  E.  Bowers,  MD Chattanooga 

Allen  S.  Edmonson,  MD  Memphis 

James  Chris  Fleming,  MD Memphis 

Hugh  Francis  Jr.  MD Memphis 

Francis  W.  Gluck  Jr.,  MD Nashville 

Thurman  L.  Pedigo,  MD  Nashville 

Clarence  R.  Sanders,  MD Gallatin 


ALTERNATE  DELEGATES  TO  THE  AMA 


Virgil  H.  Crowder  Jr.,  MD Lawrenceburg 

Donald  B.  Franklin  Jr.,  MD Chattanooga 

David  O.  Gerkin,  MD Knoxville 

Michael  A.  McAdoo,  MD Milan 

John  R.  Nelson  Jr.,  MD Knoxville 

Robert  C.  Patton,  MD Kingsport 

Ann  H.  Price,  MD Nashville 

Charles  W.  White,  MD  Lexington 


YOUNG  PHYSICIAN  SECTION  DELEGATES 


John  W.  Hale,  MD  (Delegate) Union  City 

Steven  G.  Flatt,  MD  (Delegate) Cookeville 

Mark  David  Patterson,  MD  (Alternate  Delegate) Greeneville 

Tara  L.  Sturdivant,  MD  (Alternate  Delegate) Knoxville 


TENNESSEE  MEDICAL  ASSOCIATION 
STUDENT  EDUCATION  FUND 

Board  of  Directors 


Charles  Ed  Allen,  MD,  President Johnson  City 

Allen  S.  Boyd  Jr.,  MD,  Vice-President Memphis 

E.  Conrad  Shackleford  Jr.,  MD,  Secretary-Treasurer Nashville 

Patrick  J.  Murphy,  MD Memphis 

Billy  J.  Allen,  MD Ooltewah 

Ronald  L.  Pack,  MD Knoxville 

Nat  E.  Hyder  Jr.,  MD Johnson  City 

William  L.  Hickerson,  MD Memphis 

Michael  A.  McAdoo,  MD  (Ex-Officio) Milan 

John  H.  Burkhart,  MD  (Consultant)  Knoxville 


TENNESSEE  MEDICAL  FOUNDATION 

Board  of  Directors 


James  T.  Galyon,  MD Memphis 

Howard  L.  Salyer,  MD Nashville 

Charles  Ed  Allen,  MD Johnson  City 

Evelyn  B.  Ogle,  MD,  Vice-President Memphis 

Paul  R.  Stumb,  MD,  Secretary-Treasurer Nashville 

Walter  Puckett  III,  MD Chattanooga 

Kenneth  F.  Tullis,  MD Memphis 

Charles  B.  Thorne,  MD Nashville 

John  R.  Nelson  Jr.,  MD,  President Knoxville 

David  T.  Dodd,  MD Murfreesboro 

Sherri  Gray,  MS  Nashville 


HOUSE  OF  DELEGATES  SECTIONS 


Young  Physician  Section 


Chairman 

Chairman-Elect 

Secretary  

AMA  Delegate 

AMA  Delegate 

AMA  Alt.  Delegate 

AMA  Alt.  Delegate 

TMA  East  Tenn.  Delegate  

TMA  East  Tenn.  Alt.  Delegate  .... 

TMA  Middle  Tenn.  Delegate 

TMA  Middle  Tenn.  Alt.  Delegate 

TMA  West  Tenn.  Delegate 

TMA  West  Tenn.  Alt.  Delegate  ... 


David  S.  Goldberg,  MD,  Nashville 

Steven  G.  Flatt,  MD,  Cookeville 

Tara  L.  Sturdivant,  MD,  Newport 

John  W.  Hale,  MD,  Union  City 

Steven  G.  Flatt,  MD,  Cookeville 

Mark  David  Patterson,  MD,  Greeneville 

Tara  L.  Sturdivant,  MD,  Knoxville 

Tara  L.  Sturdivant,  MD,  Knoxville 

(To  be  elected) 

David  S.  Goldberg,  MD,  Nashville 

(To  be  elected) 

John  W.  Hale,  MD,  Union  City 

(To  be  elected) 


INDEPENDENT  MEDICINE’S  POLITICAL 
ACTION  COMMITTEE— TENNESSEE 

Board  of  Directors 


First  District  David  K.  Garriott,  MD,  Kingsport,  Chairman 

Second  District Robert  N.  Montgomery,  MD,  Knoxville 

Third  District Walter  B Rose,  MD.  Chattanooga 

Fourth  District Fred  Ralston  Jr.,  MD,  Fayetteville 

Fifth  District Ralph  E.  Wesley,  MD,  Nashville,  Secretary-Treasurer 

Sixth  District  Charles  T.  Womack,  MD,  Cookeville 

Seventh  District James  D.  King.  MD,  Selmer 

Eighth  District Michael  A.  McAdoo,  MD,  Milan 

Ninth  District Richard  M.  Pearson,  MD,  Memphis 

Representing  the 

TMA  Alliance Mrs.  Sue  Yegors,  Jackson 
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TMA  Component  Society  Officers — 1996-1997 


BEDFORD 

Pres. — Frank  L.  Jayakody,  MD,  Shelbyville 
Secy. — Domenic  M.  Canonico,  MD 

841  Union  St.,  Suite  K,  Shelbyville  37160 

BENTON-HUMPHREYS 

Pres. — Arthur  W.  Walker,  MD,  Waverly 
Secy. — Subhi  D.  Alt,  MD 

P.O.  Box  786,  Waverly  37185 

BLOUNT 

Pres. — Cheryl  E.  Coleman,  MD,  Maryville 
Secy. — John  C.  McAmis,  MD 

1812  E.  Lamar  Alexander  Pkwy.,  Maryville  37804 

BRADLEY 

Pres. — Donald  E.  Robinson,  MD,  Cleveland 
Secy. — Michael  T.  Rumble,  MD 
P.O.  Box  3295,  Cleveland  37311 

BUFFALO  RIVER  VALLEY 

Pres. — John  P.  Crider,  MD,  Parsons 
Secy. — Charles  M.  Alderson,  MD 
P.O.  Box  277,  Parsons  38363 

CAMPBELL 

Pres. — Elijah  G.  Cline  Jr.,  MD,  LaFollette 
Secy. — Lee  J.  Seargeant  Jr.,  MD 

P.O.  Box  1381,  LaFollette  37766-1381 

CARTER 

Pres. — Arnold  O.  Hopland,  MD,  Elizabethton 
Secy. — Scott  0.  Caudle,  MD,  Elizabethton 
Exec.  Secy. — Evelyn  Dugger 

1 501  W.  Elk  Ave„  Elizabethton  37643 

CHATTANOOGA-HAMILTON 
Pres. — Channappa  Chandra,  MD,  Chattanooga 
Secy. — Frank  J.  Miller,  MD,  Chattanooga 
Exec.  Dir. — Rae  Bond 

1917  E.  Third  St.,  Chattanooga  37404 

COCKE 

Pres. — Edward  W.  Capparelii,  MD,  Parrottsville 
Secy. — Mary  M.  Huff,  MD 

407  Fourth  St„  Newport  37821 

COFFEE 

Pres. — John  D.  Patsimas,  MD,  Tullahoma 
Secy. — Gulla  B.  Krishna,  MD 

705  N.  Atlantic  St.,  Tullahoma  37388 

CONSOLIDATED 

Pres. — Michael  A.  McAdoo,  MD,  Milan 
Secy. — Oscar  M.  McCallum,  MD,  Henderson 
Exec.  Secy. — Kelly  Tolley 

616  W.  Forest,  Jackson  38301 

CUMBERLAND 

Pres. — Jon  A.  Simpson,  MD,  Crossville 
Secy. — Barry  J.  Brown,  MD 

81 1 S.  Main  St„  Crossville  38555 

DeKALB 

Pres. /Secy. — Melvin  L.  Blevins,  MD 
P.O.  Box  667,  Smithville  37166 

DICKSON 

Pres. — Jeffrey  S.  Gordon,  MD,  Dickson 
Secy. — Van  F.  Mills,  MD 

1 1 1 Hwy.  70  East,  Dickson  37058 

FENTRESS 

Pres. — Jonathan  D.  Allred,  MD,  Jamestown 
Secy. — Dilip  N.  Joshi,  MD 

P.O.  Box  849,  Jamestown  38556 

FRANKLIN 

Pres. /Secy. — T.  Scott  Holder,  MD 

185  Hospital  Road,  Winchester  37398 

GILES 

Pres. — Mohamed  Ziauddin,  MD,  Pulaski 
Secy. — Jon  M.  Owings,  MD 

1265  East  College  St.,  Pulaski  38478 

GREENE 

Pres. — John  C.  Boys,  MD,  Greeneville 
Secy. — Michael  H.  Hartsell,  MD 

314  Tusculum  Blvd.,  Greeneville  37745 


HARDIN 

Pres. — Gade  S.  Rao,  MD,  Savannah 
Secy. — John  D.  Lay,  MD 

190Q-B  Wayne  Road,  Savannah  38372 

HAWKINS 

Pres. — Renfro  B.  Baird  Jr„  MD,  Rogersville 
Secy. — Manuel  S.  Verzosa,  MD,  Rogersville 
Exec.  Secy. — Clara  Brooks 

Hawkins  County  Mem.  Hosp.,  Rogersville  37857 

HENRY 

Pres. — Roger  T.  Swanson,  MD,  Paris 
Secy. — Glen  S.  Garrett,  MD 

300  Hospital  Circle,  Paris  38242 

JACKSON 

Pres. — E.  M.  Dudney,  MD,  Gainesboro 
Secy. — Gregory  L.  Byrne,  MD 

204  S.  Main  St„  Gainesboro  38562 

KNOXVILLE 

Pres. — John  M.  Burkhart,  MD,  Knoxville 
Secy. — Joe  S.  Smith,  MD,  Knoxville 
Exec.  Vice-Pres. — Sonnie  Bridgford 

422  W.  Cumberland  Ave.,  Knoxville  37902 

LAKEWAY 

Pres. — Russell  D.  McKnight,  MD,  Morristown 
Secy. — Stuart  E.  Lowenkron,  MD 

623  W.  7th  North  St.,  Morristown  37814 

LAWRENCE 

Pres. — Norman  L.  Henderson,  MD,  Lawrenceburg 
Secy. — Clayton  D.  Wilson,  MD 

1605  S.  Locust  Ave.,  Lawrenceburg  38464 

LINCOLN 

Pres. — Warren  T.  Norman,  MD,  Fayetteville 
Secy. — Robert  A.  Westover,  MD 
'207  S.  Elk,  Fayetteville  37334 

MACON 
(No  Report) 

MARSHALL 

Pres. — Gary  J.  Wolf,  MD,  Lewisburg 
Secy. — Melvin  G.  Lewis,  MD 

1205  Nashville  Hwy.,  Lewisburg  37091 

MAURY 

Pres. — Gaylon  L.  Harris,  MD,  Columbia 
Secy. — Thomas  R.  Duncan,  MD 

1224Trotwood  Ave.,  Columbia  38401 

McMINN 

Pres. — Clyde  S.  Martin,  MD,  Athens 
Secy. — H.  Joseph  Holliday,  MD 

1005  W.  Madison  Ave.,  Athens  37303 

MEMPHIS-SHELBY 

Pres. — James  Gibb  Johnson,  MD,  Memphis 
Secy. — Hugh  Francis  III,  MD,  Memphis 
Exec.  Vwe-Pres. — Michael  Cates 

1067  Cresthaven  Road,  Memphis  38119 

MONROE 

Pres. — Kenya  Kozawa,  MD,  Sweetwater 
Secy. — Celia  H.  Harrison,  MD 

17988  W.  Lee  Hwy.,  Philadelphia  37846 

MONTGOMERY 

Pres. — William  W.  Prine,  MD,  Clarksville 
Secy. — George  I.  Kurita,  MD,  Clarksville 
Exec.  Secy. — Pat  Milam 

P.O.  Box  3160,  Clarksville  37040 

NASHVILLE 

Pres. — John  J.  Warner,  MD,  Nashville 
Secy. — Dana  L.  Latour,  MD,  Nashville 
Exec.  Dir. — Margaret  Click 

205  23rd  Ave.  North,  Nashville  37203 

NORTHWEST 

Pres. — Thomas  R.  Thompson,  MD,  Dyersburg 
Secy. — James  W.  Shore,  MD 

1 17  Kennedy  Dr„  Martin  38237 


OVERTON 

Pres. — A.  Austin  Jones,  MD,  Livingston 
Secy. — Trueman  D.  Smith,  MD,  Livingston 
Exec.  Secy. — Fern  Savage 

315  Oak  St„  Livingston  38570 

PUTNAM 

Pres. — James  D.  McKinney,  MD,  Cookeville 
Secy. — Donald  W.  Tansil,  MD 

585  N.  Pickard  Ave.,  Cookeville  38501-2936 

ROANE-ANDERSON 
Pres. — Gregory  K.  Hoover,  MD,  Oak  Ridge 
Secy. — Stuart  A.  Chasan,  MD,  Oak  Ridge 
Exec.  Dir. — Becky  Lew 

988  Oak  Ridge  Turnpike,  Suite  255,  Oak  Ridge  37830 

ROBERTSON 

Pres. — Paul  D.  Hartzheim,  MD 

101  E.  Mooreland  Dr.,  Springfield  37172 

RUTHERFORD 

Pres. — Susan  T.  Andrews,  MD,  Murfreesboro 
Secy. — David  L.  Johnson,  MD 

301  N.  University  St,  Suite  104,  Murfreesboro  37130 

SCOTT 

Pres. — David  Bruce  Coffey,  MD,  Oneida 
Secy. — Maxwell  E.  Huff,  MD 
206  Cross  St.,  Oneida  37841 


SEVIER 

Pres. — Vincent  B.  Tolley,  MD,  Sevierville 
Secy. — John  C.  Jacobs  Jr.,  MD 

507  Alderman  Road,  Sevierville  37862 


SMITH 

Pres. — Roger  M.  Duke,  MD,  Carthage 
Secy. — Michael  H.  West,  MD 
P.O.  Box  319,  Carthage  37030 

SULLIVAN 

Pres. — David  R.  Ginn,  MD,  Kingsport 
Secy. — Douglas  J.  Springer,  MD,  Kingsport 
Exec.  Secy. — Elaine  Simone 

P.O.  Box  238,  Kingsport  37662 

SUMNER 

Pres. — Robert  A.  Willis,  MD,  Gallatin 
Secy. — Michael  E.  Green,  MD 
510  E.  Main  St.,  Gallatin  37066 


TIPTON 

Pres. — William  S.  McCullough,  MD,  Covington 
Secy. — Robert  S.  Lazar,  MD 

521  West  Drive,  Munford  38058 


WARREN 

Pres. — Wendell  V.  McAbee,  MD,  McMinnville 
Secy. — B.  Jeffery  Wallis,  MD 

140  Vo-Tech  Dr„  Suite  1,  McMinnville  37110 

WASHINGTON-UNICOI-  JOHNSON 
Pres. — Jarlath  j.  Mitchell,  MD,  Johnson  City 
Secy. — Mary  Jane  Gibson,  MD,  Johnson  City 
Exec.  Secy. — Beatrice  Hudswell 

400  State  of  Franklin  Road,  Johnson  City  37604 

WHITE 

Pres. — Alan  R.  Drake,  MD,  Sparta 
Secy. — Chet  M.  Gentry,  MD 
423  Sewell  Dr„  Sparta  38583 

WILLIAMSON 

Pres. — W.  Gregory  Cook,  MD,  Franklin 
Secy. — Elliott  H.  Himmelfarb,  MD 
802  Franklin  Road,  Brentwood  37027 

WILSON 

Pres. — James  C.  Bradshaw  Jr.,  MD,  Lebanon 
Secy. — Charles  A.  Mitchell  Jr.,  MD 
1423  Baddour  Pkwy.,  Lebanon  37087 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greenville,  Nashville,  Memphis, 
Bolivar  and  Arlington.  Salary-  potential  up  to  $140,000  based  on  specialty  and  experience. 
Preferred  specialty  in  Psychiatry',  Internal  Medicine,  or  Family  Practice,  will  consider  other 
specialties. 

SEND  RESUME  OR  CONTACT 


Mike  Flynn,  Superintendent 
*Clovcr  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-  5396 

Lee  Thomas,  Superintendent 
*Lakcshorc  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
FAX:  (423)  450-5203 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
1 1293  Mcmphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Russell  Vattcr,  Superintendent 
* Moccasin  Bend  Mental  Health  Inst 
100  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  265-2271 
FAX:  (423)  785-3333 

Stanley  Lipford,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

Highway  64  West 

Bolivar,  TM  38074 

Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Elizabeth  Littlefield,  Superintendent 
*Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
FAX  (901)  658-2783 

Robert  Erb,  Superintendent 
*Grccne  Valley  Developmental  Center 
P.O.  Box  910 

Grecncville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Elizabeth  Banks,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 
FAX:  (901)  543-6055 

Joe  Carobcnc,  Superintendent 
*Middlc  TN  Mental  Health  Institute 
22 1 Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  902-7532 
FAX:  (615)  902-7541 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
FAX:  (615)  741-4567 

These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults 
who  have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional 
liability  coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to 
salary,  academic  affiliations,  work  with  an  excellent  team  of  professionals,  and  financial 
assistance  with  job  interviews  and  relocation  expense. 
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FAMILY  PRACTICE 

Provide  the  benefits  of  sophisticated  small  town  living  for  your 
family  while  enjoying  a professional  opportunity  comparable 
to  that  of  the  big  city.  The  Heartland  of  Tennessee  houses  this 
“micropolitan”  city  that  ranked  in  the  top  30%  of  small  commu- 
nities rated  for  their  livability.  Geographically,  the  natural  beauty 
of  this  area  is  second  to  none  with  abundant  water  and  moun- 
tain recreation  perfect  for  the  outdoors  enthusiast.  Located 
between  Chattanooga  and  Nashville.  Home  to  a comprehen- 
sive health  care  facility  serving  a five-county  area  of  over 
1 00,000.  For  residents  a monthly  stipend  is  available.  Get  paid 
while  finishing  your  education. 

For  more  information  contact  Parke  Masterson,  (423)  870-5502 
or  (800)  405-5995;  or  fax  resume  in  confidence  (423)  870-5243 


FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting  CVs 
from  Family  Practitioners,  Internists,  and  other  Board- 
eligible/Board-certified  physicians.  Guaranteed  salary 
with  excellent  benefits  including  paid  malpractice  insur- 
ance, continuing  education  assistance,  a retirement  pro- 
gram, and  moving  expense  allowance.  Approved  loan  re- 
payment site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services  Con- 
sortium, 3825  Hwy.  66  South,  Rogersville,  TN  37857. 
Phone:  (615)  272-9163.  (EOE) 


EMERGENCY  MEDICINE  OPPORTUNITIES 


Tennessee 


Paid  Malpractice  with  Extended 
Coverage 

Continuing  Medical  Education 
(Tuition  Free) 

Independent  Contractor  Status 
Discounted  Disability  Coverage 
(30%  Off  Premiums) 

No  Restrictive  Covenants  in 
Physician  Agreements 


Please  call  Sherri  Fischhaber 
at  800-874-4053 


STERLING 

HEALTHCARE  GROUP 


PATRIOT  INVESTMENT  MANAGEMENT 


CONSERVATIVE,  PROFESSIONAL, 

MONEY  MANAGEMENT 

SPECIALIZING  IN  NO-LOAD  MUTUAL  FUND  MANAGEMENT 
WITH  AN  EMPHASIS  ON  CAPITAL  PRESERVATION  AND 
SUPERIOR  RISK  ADJUSTED  RETURNS. 

FEE  ONLY  REGISTERED  INVESTMENT  ADVISORS 

MONEY  MANAGEMENT  FOR  INDIVIDUALS, 

401  (k)’s,  and  RETIREMENT  ACCOUNTS 
MEMBER,  NAPFA 

9111  Cross  Park  Drive,  Suite  D-253,  Knoxville,  TN  37923 

Phone:  800-539-2479 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 


1 KINGSPORT 


We've  Got  Tennessee  Covered! 

Whether  you  live  in  the  nation's  heart  of 
country  music,  enjoy  the  cultural  and 
recreational  pleasures  afforded  by  a major 
metropolitan  area,  or  simply  enjoy  the 
tranquility  of  the  rural  South,  we  have  an 
opportunity  that’s  right  for  you. 

Our  contracted  physicians  enjoy  competitive 
compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 

If  Tennessee  is  where  you  want  to  practice, 
we  have  an  opportunity  that  suits  your 
needs.  For  more  information  about 
opportunities  with  Team  Health,  please 
call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-342-2898 

TEAM 

HEALTH 


ATHENS  LOUDON  DICKSON  KNOXVILLE  SEWANEE 
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Smyrna  McMinnville  knoxville  maryville  oak  ridge  winchester 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Helvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  primary  care  physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  call  Anne  Helvey,  Director  of  Physician 
Services  (423)  854-5805. 


Members  are  shipping  with 
Airborne  Express  at  an  Amazing  Rate 


Participating  members  are  saving  37%  when  they  ship  with  the  Airborne 
Express  Member  Program.  Are  you  one  of  them?  No  minimum  usage  is 
required  to  receive  the  special  member  rate  of  $9.75  for  an  8 oz.  overnight 
Letter  Express.  That’s  $5.75  less  than  FedEx’s  published  rate  of  $15.50. 
Members  shipping  just  10  shipments  per  month  on  the  Airborne  program  are 
paying  even  less — only  $9.25  for  an  8 oz.  Letter  Express.  Your  savings  don’t 
stop  there;  similar  member  discounts  apply  to  heavier  packages  as  well. 

What’s  the  catch?  There  is  none.  Your  membership  automatically  qualifies  you 
for  these  discounts.  And,  your  member  rates  with  Airborne  include  free  pick- 
up from  most  locations  and  delivery  to  virtually  every  zip  code  in  the  U.S. — 
usually  by  10:30  the  next  business  morning.  Airborne  Express  also  provides 
instant  package  tracking  for  ease  of  mind  and  24-hour  customer  service  sup- 
port. Airborne  can  even  help  meet  your  international  needs  with  service  to 
more  than  200  countries  worldwide. 

Don’t  wait!  Join  the  many  members  already 
saving  with  Airborne  Express.  Return  this  coupon  or  call 

1-800-MEMBERS 

(8  am-7pm  ESI)  for  your  FREE  Airborne  Express  Starter  Kit. 


r- 1 

Mr.  /Mrs. 

Title j 

Company  Name 

Street  Address 

No  P.O.  Box  please  j 

City State Zip 

Phone  ( ) 

Fax  ( ) 

My  company  sends  an  average  of 

shipments  /month. 

We  ship  internationally:  Q yes  Q no 

/liRBORNE  | 

EXPRESS  ! 
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President's  Comments 


Richard  M.  Pearson,  MD 


First  Names 


We  all  observe  things  each  day,  but  only  at  some  distinct  point  do  we  become  aware  of  them. 
If  it  is  something  that  alfects  us — leaving  for  work  in  a torrential  rainstorm — we  notice  it  imme- 
diately and  adjust  for  it.  If  it  is  more  subtle,  we  may  see  it  many  times  before  we  “notice”  it. 
When  the  initial  observation  is  not  pursued,  we  may  never  make  adjustments  even  though  inch 
by  inch  it  overwhelms  us. 

At  a recent  conference  in  California  I noticed  for  the  first  time  that  name  tags  have  changed. 
Because  this  is  happening  in  California  we  can  expect  to  notice  it  fairly  soon  in  Tennessee.  The 
new  name  tags  have  at  least  two  lines  of  text.  On  the  top  line  in  bold,  large  print  is  your  first 
name.  On  the  second  line  in  much  smaller  type,  the  variety  that  can  be  read  only  by  stooping 
and  squinting,  is  everything  you  thought  was  important — your  last  name,  your  title,  and  your 
credentials. 

One  of  the  attendees  at  the  conference  was  a financial  expert  from  London  whose  presenta- 
tion was  erudite,  thought  provoking,  well  prepared,  mind  expanding,  and  clear.  His  material 
dealt  with  national  and  world  markets,  insurance  and  reinsurance,  work  forces  in  excess  of 
100,000  people,  and  capital  shifts  of  $250  billion.  He  had  traveled  half  a world  across  eight 
time  zones  and  given  up  three  days  of  his  life  to  speak  to  us.  His  name  was  Dave.  I couldn’t  read 
his  last  name. 

Also  at  the  conference  were  about  600  highly  trained,  intelligent,  motivated  individuals  who 
listened  intently.  All  of  these  individuals  have  one  or  more  postgraduate  degrees,  extensive 
experience  in  their  chosen  fields,  and  deal  with  life  and  death  matters  every  day.  They  give  up 
security,  family,  and  sleep  to  care  for  patients.  They  are  physicians  named  Ann,  Bill,  Lynn,  Jim, 
and  Sue. 

Finally,  at  the  conference  were  individuals  who  have  no  specialized  training,  education,  or 
level  of  expertise.  Their  claim  to  status  is  that  they  consume  goods  and  services.  Their  names 
are  legion. 

As  an  individual,  I am  not  particularly  hung  up  about  first  names.  I personally  use  titles  to 
confer  admiration  and  respect  and  I still  refer  to  many  individuals  as  Ms.,  Mr.,  Rabbi,  Reverend, 
or  Doctor.  I also  try  to  show  respect  in  other  ways,  by  listening  and  acknowledging,  by  caring 
and  acting,  and  by  working  hard  for  the  patients  who  rely  on  me.  As  physicians,  we  have  re- 
sponsibilities, commitments,  and  serious  work  that  can’t  be  influenced  by  our  label.  Our  patient 
care  is  exemplary  regardless  of  whether  or  not  we  are  addressed  as  Dan  or  Doctor. 

But  we  physicians  are  also  working  in  many  other  professional  arenas  that  do  not  require 
direct  patient  care.  In  those  arenas  we  have  been  asking  for  and  demanding  “level  playing 
fields.”  What  we  mean  by  that  phrase  is  that  we  want  access  to  the  same  tools  and  advantages  as 
our  competitors  in  government,  business,  and  hospitals.  We  should  be  aware  that  our  competi- 
tors and  detractors  plan  for  all  of  the  leveling  to  occur  at  our  end  of  the  field.  This  leveling  can 
be  accomplished  in  part  by  calling  us  by  our  first  names,  diminishing  our  stature,  dismissing 
our  training  and  experience,  trivializing  our  agenda,  dismissing  the  issues  of  quality  and  caring, 
and  by  conferring  on  us  responsibility  without  authority.  I object  to  this  usage  of  “first  names.” 

Our  message  to  the  other  participants  in  the  health  care  arena  should  be  this:  “Acknowledge 
the  importance  of  our  patient-oriented  agenda;  acknowledge  the  education,  dedication,  and 
hard  work  that  we  bring  to  the  task;  acknowledge  the  pivotal  role  that  we  must  play  in  health 
care;  and  give  us  a place  at  the  table  so  we  can  find  common  solutions.  Mutual  understanding, 
acknowledgment,  and  respect  lead  to  productive  and  lasting  ‘first  name’  relationships.  Exclu- 
sion, demeaning,  and  denigration  do  not.” 
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Editorials 


John  B.  Thomison,  MD 


T elemedicine 

If  you  have  perchance  come  a’lookin’  for  a technical  piece  about  telemedicine,  or  even  an 
explanation  of  it,  I can  save  you  a lot  of  trouble  by  letting  you  know  right  up  front  that  you  have 
come  to  the  wrong  place.  You  can  perhaps  get  an  inkling  of  some  of  it,  or  at  least  its  side  effects, 
elsewhere  in  this  magazine,  but  you  will  need  other  basic  resources  if  your  aim  is  to  learn 
techniques.  If  you  are  of  the  younger  generation,  say  below  30  or  40  years,  you  likely  already 
have  all  that  stuff  at  your  fingertips,  anyway,  and  there’s  little  else  you  need  to  know.  If  there  is, 
you  certainly  won’t  find  it  here.  If  you  are  say  50  or  older,  you  might  pick  up  a few  pointers.  But 
all  that  aside,  there  remain  some  exciting  nontechnical  aspects  of  telemedicine  that  you  should 
consider,  and  I hope  our  offerings  might  help  all  of  you  there. 

Ever  since  she  starred  in  Pretty’  Woman,  Julia  Roberts  has  been  a favorite  of  mine.  She  might 
have  been  one  sooner  except  that  it  was  the  first  time  I had  had  the  pleasure  of  her  company,  not 
being  much  of  a frequenter  of  the  cinema.  After  seeing  that,  I kept  a weather  eye  out  for  her 
films  on  the  tube.  One  of  them  was  entitled  Sleeping  With  the  Enemy,  the  enemy  in  this  case 
being  an  abusive,  not  to  say  homicidal,  husband. 

Ever  since  the  personal  computer  arrived  on  the  scene,  I have  been  threatened  by  it,  for 
reasons  too  numerous  and  complex  to  elaborate  on  here.  I could  cope  with  the  large  main 
frame,  and  even  with  Hal,  an  ostentatious  bully  that  (or  should  I say  “who”?)  was  patently 
fictitious  and  an  exercise,  or  at  least  so  I thought  at  the  time,  in  hyperbole.  But  to  develop  any 
sort  of  relationship  with  such  a mechanism  was  clearly  out  of  the  question,  even  for  one  who 
had  always  adopted  avant  garde  technology  in  other  areas. 

Then  the  Southern  Medical  Journal,  of  which  I was  editor  at  the  time,  went  on-line  and  I was 
furnished  a magnificent  PC  with  an  astonishing  30  megabytes  of  hard  disk  space  and  4 mega- 
bytes of  memory!  WordPerfect,  which  was  the  word  processor  software  we  used,  and  which 
was  furnished  me  by  the  Southern  Medical  Association,  used  up  nearly  a megabyte  of  space.  I 
learned  then  how  Julia  Roberts  felt  in  bed  with  and  married  to  a homicidal  maniac. 

I am  writing  this  some  seven  or  eight  years  later  on  a Gateway  2000  Solo  notebook  computer 
that  has  1 .3  gigabytes  of  hard  disk  space  and  24  megabytes  of  memory.  My  30  megabyte  model 
had  a tower.  This  one  weighs  6 pounds  with  its  battery  and  a modular,  removable  CD-ROM 
drive  and  modem.  It  fits  comfortably  in  my  lap,  where  it  now  rests.  WordPerfect  6,  incidentally, 
uses  8 megabytes  of  hard  disk  space,  and  is  a very  sophisticated  package — much  more  so  than 
1 require.  All  that  aside,  I keep  getting  the  feeling  that  I am  working  for  it  instead  of  the  other 
way  ’round,  and  absolutely  nothing  I have  wastes  as  much  of  my  time,  both  through  its  recur- 
rent failure  to  work  properly  and  the  allure  of  the  Internet.  I am,  or  so  I feel,  sleeping  with  the 
enemy,  sharing  as  I do  the  common  tendency  to  anthropomorphize  one’s  tormentors,  one  of 
which  today  is  the  personal  computer. 

There  is  also  a human  tendency  these  days,  which  probably  finds  its  origins  in  the  Industrial 
Revolution,  to  lionize  technology,  the  flashier  the  better,  and  to  bask  in  its  glow,  sometimes 
overlooking  its  most  important  though  duller  contributions.  We  carry  in  this  issue  of  the  Journal 
a solicited  article  by  reporter  Joe  Hall  about  telemedicine,  which  is  an  exciting  development  in 
the  realm  of  medical  technology.  The  paper  was  initially  entitled  “Telemedicine:  Time  Saver  or 
Cost  Accelerator?  Physicians  Use  Latest  Technology  To  Help  Patients.”  As  you  will  learn  if  you 
read  the  article,  it  is  not  an  and/or  proposition.  It  has  certainly  been  a time  saver  for  many, 
including  the  doctors  quoted  in  the  article,  who  are  actually  prototypes.  For  them,  time  saved  is 
money  made.  But  as  we  shall  see  a bit  later,  it  just  as  certainly  has  the  potential  for  becoming  a 
cost  accelerator  for  payers  through  increased  patient  access. 

The  article  mentions  some  very  flashy,  sometimes  costly  developments,  such  as  the  use  of 
robotics  to  perform  surgical  procedures  at  a distance,  and  the  less  flashy  though  more  utilitarian 
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electronic  transmission  of  images  and  information.  Where  the  real  potential  for  cost  escalation 
lies,  though,  is  at  the  same  time  in  the  area  that  removes  it  for  me  from  the  enemy  camp,  put 
there  by  those  of  us  who  value  the  doctor-patient  relationship,  to  that  of  friends  of  the  sick  and 
elderly.  It  is  why  I took  the  editor’s  prerogative  of  changing  the  title  to  “Telemedicine:  Physi- 
cians Using  Latest  Technology  To  Help  Patients.”  Checking  with  Dr.  Pedigo,  I find  that  fascina- 
tion with  technologic  tours  deforce  has  pushed  aside  the  more  mundane  but  at  the  same  time 
more  practical  use  of  telemedicine,  which  is  to  connect  the  patients  to  their  doctors  by  means  of 
computer  terminals  in  the  home.  Though  such  contact  is  in  a sense  impersonal,  in  that  the  laying 
on  of  hands  is  obviated,  the  doctor-patient  relationship  may  be  enhanced  by  the  possibility  of 
more  frequent  contact  with  their  doctor,  particularly  by  the  infirm  and  geographically  isolated. 
It  is  this  increased  accessibility,  for  instance,  with  its  concomitantly  increased  cost,  that  has 
made  HCFA  nervous. 

It  is  inevitable  that  a tension  should  exist  between  man  and  his  machines  so  long  as  we 
anthropomorphize  such  inanimate  objects,  which  is  likely  to  be  forever.  We  slam  down  the 
telephone  in  disgust,  for  instance,  when  we  get  a busy  signal  for  the  tenth  time,  as  though  it 
were  the  fault  of  the  telephone.  Computers  suffer  likely  not  so  much  from  inherent  problems  as 
from  GIGO  (garbage-in-garbage-out),  even  though  by  their  very  nature  electronic  devices  are 
contrary  creatures  that  seem  to  dote  on  being  difficult.  Above  our  copier  is  a sign  that  says, 
“Never  let  a machine  know  it  has  the  upper  hand.” 

Dr.  Pedigo  informs  me  that  an  unscientifically  performed  but  to  his  thinking  likely  valid 
survey  of  his  has  convinced  him  that  electronic  physician  access  is  being  patient  driven,  and  the 
real  obstructionists,  in  addition  to  HCFA,  are  our  reluctant  colleagues,  of  which  I am  likely  one. 
Or  at  least  I have  been.  Nevertheless,  it  can  be  a boon  to  many  of  their  patients,  and  in  the  long 
run  likely  to  the  doctors  as  well.  I think  that  this  technology  is  not  something  that  will  keep  my 
doctor  from  either  knowing  me  or  knowing  about  me,  as  I alluded  to  in  my  accompanying 
editorial  entitled  “Eldercare.”  In  fact,  probably  au  contraire. 

Perhaps  we  all  need  to  open  up  our  minds  a little  wider  to  the  possibilities  of  this  developing 
technology.  Mr.  Hall’s  paper  should  help  us  do  it. 


Eldercare 


There  is  a certainly  apocryphal  account  of  a passerby  who,  observing  a man  sitting  on  the 
curb  in  a certain  city,  which  city  doesn’t  matter,  said,  “You  have  to  be  the  oldest  man  I ever  saw. 
I guess  to  have  gotten  so  old  you  must  have  lived  a very  sane,  clean,  exemplary  life,  haven’t 
you?” 

“No,”  said  the  man,  “As  a matter  of  fact,  I smoke  two  or  three  packs  of  cigarettes  every  day, 
drink  at  least  a fifth  of  whiskey,  and  sleep  with  a different  woman  nearly  every  night.” 

“Remarkable!  Quite  remarkable,”  quoth  the  passerby.  “Quite  unbelievable.  Just  how  old  are 
you,  anyhow?” 

Replied  the  man,  “Thirty.” 

And  then  there  was  Moses,  of  whom  the  Bible  says  that  when  he  died  at  the  ripe  age  (I 
started  to  say  ripe  “old”  age,  but  the  Bible  doesn’t,  and  so  I won’t  either)  of  120  years,  “his  eye 
was  not  dim  nor  his  natural  (read  procreative)  force  abated.” 

Or  take  the  late,  great  George  Burns,  who  when  he  was  about  75  observed  that  he  didn’t  buy 
green  bananas  anymore.  But  he  was  still  dancing  a mean  jig  at  his  95th  birthday  party  at  the 
London  Palladium,  and  making  plans  for  his  hundredth  (which  he  narrowly  missed.  He  was  still 
alive,  but  barely,  and  now  it  is  he  that  is  sorely  missed,  at  least  by  me).  At  the  other  end  is  one  of 
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the  Nashville  Tennessean's  sports  writers,  who  in  his  column  this  morning  was  grieving  that 
here  he  was,  on  the  slippery-slope  side  of  60  years  old,  and  the  proud  possessor  of  a pair  of 
Houston-apparently-sometime-to-be-Nashville  Oilers’  PSLs  (private  seat  licenses)  that  are  his 
for  life.  A recent  stay  in  the  hospital,  about  which  he  didn’t  elaborate,  has  made  him  think  them  not 
a good  long-term  investment,  since  it  appears  now  to  be  a distinct  possibility  the  Oilers  might 
not  get  to  play  in  their  new  stadium  here  in  this  decade.  (Good  luck,  Jimmy — on  both  counts.) 

All  of  which  reminds  me  of  one  of  my  mother’s  favorite  aphorisms:  Pretty  is  as  pretty  does, 
or,  as  another  saying  goes.  Beauty  is  in  the  eye  of  the  beholder.  Or.  You’re  only  as  old  as  you 
feel.  It  reminds  me  of  them,  but  it  doesn’t  work. 

The  reason  it  doesn’t  work  is  that  it  is  impossible  to  categorize  people,  even  though  we 
attempt  it  all  the  time.  The  census  has  a real  problem,  one  that  it  shares  with  any  demographic 
study.  When  I first  started  out  in  medicine  in  1941  it  was  mostly  pretty  simple:  people  were 
black,  white,  or  oriental.  They  were  children  (boys  or  girls)  or  adults  (men  or  women),  and  you 
went  by  calendar  years.  Geriatrics  didn’t  exist,  because,  one,  not  that  many  people  lived  that 
long,  and  two,  medicine  has  changed  a lot  in  the  last  half  century — in  more  ways  than  one,  with 
some  bad  news  along  with  the  good.  I’m  not  going  to  get  mired  down  in  that  morass  here, 
because  I would  just  be  branded  politically  incorrect,  and  I have  already  taken  pains  on  a num- 
ber of  occasions  to  point  out  that  indeed  I am,  and  proud  of  it.  I just  think  it  interesting  that  the 
Tennessean  this  morning  described  three  suspects  in  a crime  as  two  whites  and  one  Hispanic. 

We  have  in  this  issue  of  th e,  Journal,  a term  I shall  continue  using  just  to  let  you  know  I know 
the  difference,  or  lack  of  it,  to  refer  to  Tennessee  Medicine , three  articles  not  counting  this  one 
having  to  do  with  the  elderly,  so-called.  One  of  them.  Trauma  Rounds,  uses  age  to  define  the 
term,  if  one  equates  it  with  geriatric,  the  term  the  authors  use.  Its  definition  is  age  65  or  more.  A 
second  one,  Preventive  Medicine  Series,  simply  refers  to  them  as  “older  patients,”  an  innocuous 
term,  but  makes  it  plain  it  means  “older  than  64  years.”  The  third  is  my  editorial  that  follows  this 
one,  in  which  I refer  to  the  subject,  namely  me,  as  a reasonably  active  75-year-old  man,  which 
is  about  as  nonpejorative  or  nonjudgmental  as  one  can  get.  I have  to  confess  that  on  some  days, 
particularly  when  the  barometer  is  low  and  still  falling,  I think  that’s  pretty  damn  old,  and  on 
other  days  I feel  it  isn’t  old  at  all.  It’s  a case  of  your  possibly  being  as  old  as  you  feel,  but  not 
only  as  old. 

Pragmatically,  of  course,  one  has  to  start  somewhere,  and  I guess  65  years  is  as  good  a place 
as  any.  At  least  it  has  the  weight  of  convention  behind  it,  though  I’m  not  certain  how  that 
particular  age  happened  to  be  chosen.  I find  it  interesting  that  although  Medicare  starts  at  65, 
the  Social  Security  System  doesn’t  really  kick  in  until  age  70  and  a half,  as  though  the  bureau- 
cracy is  unsure  of  itself.  (So  what  else  is  new?) 

What  it  really  comes  down  to  in  the  last  analysis  is  what  every  practicing  doctor  has  found 
out  on  his  own,  occasionally  to  his  sorrow:  there  are  old  young  patients  and  young  old  patients, 
and  each  one  of  them  is  an  individual  with  his  own  individual  needs  and  idiosyncrasies.  The 
information  presented  in  our  two  formal  papers  is  useful,  providing  it  is  properly  applied.  The 
proper  application  to  the  individual  patient  comes  out  of  a firm  doctor-patient  relationship,  the 
longer-standing  the  better. 

This  is  the  reason  that  while  the  HMO  and  the  MCO,  and  yes,  even  the  group  practice  in 
which  the  patient  has  not  one  but  several  primary  doctors,  may  work  in  theory,  it  can  never  work 
to  the  benefit  of  the  patient.  The  methods  may  seem  cost  effective,  and  the  medical  care  wholly 
appropriate,  on  the  front  end — until  the  patient  winds  up  on  the  cutting  room  floor  because  one 
of  the  doctors  didn’t  know  his  patient.  A horrible  example  of  that  appears  as  our  Loss  Preven- 
tion Case  of  the  Month,  and,  if  you  fit  into  one  of  the  above  categories,  say  to  yourself,  “There 
but  for  the  grace  of  God  go  my  patient  and  I.”  Pray  earnestly  it  doesn't  happen,  and  then  look  to 
the  practices  in  your  practice. 

As  for  me,  when  I’m  the  patient  I want  my  own  doctor,  the  one  I picked.  It  makes  no  differ- 
ence to  me  whether  he  thinks  of  me  as  a geriatric  patient  or  not.  What  is  important  to  me  is  that 
he  knows  me,  and  even  more  important,  that  he  knows  about  me. 
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Safety  First — Mostly 

Split-second  is  a generic  type  term  that  doesn’t  really  tell  you  much  except  that  if  that’s  how  I 
long  it  took  for  something  to  happen,  it  happened  fast.  We  used  to  think  of  split-seconds  when  J 
I was  growing  up  in  terms  of  tenths  of  a second,  or  at  most  maybe  hundredths.  Milliseconds 
came  along  later,  but  those  were  beyond  the  comprehension  of  most  human  minds,  except 
maybe  as  a concept  for  physicists.  Nowadays  with  the  computer  generation  it  is  de  rigueur  to 
speak  in  terms  of  such  things  as  nanoseconds,  which  have  fewer  ciphers  by  only  one  to  the  right 
of  the  decimal  than  I have  fingers  and  toes,  thus  making  it  close  to  an  incalculable  number  for 
such  mathematical  tyros  as  I.  All  of  the  above  are  fractions  of  a second,  which  seems  to  me  I 
close  enough  for  practical  purposes.  But  maybe  not. 

In  any  case,  any  of  them  is  sufficient  to  make  the  difference  between  becoming  a full-fledged, 
or  with  any  luck  an  almost,  what  I heard  referred  to  the  other  day  as  “road-pizza,”  a jarringly 
descriptive  term  that  is  rather  unsettling  when  one  hears  it  applied  to  one’s  self,  which  in  fact  it 
was.  I am  now  learning  firsthand,  so  to  speak,  the  meaning  of  the  term  “unhandy,”  typing  this  as 
I am  mostly  with  one  hand.  It  gives  one  occasion  for  indulging  oneself  in  whatifing  and  ifonlying. 
But  even  in  my  inconvenience,  I find  thankyouJesusing  more  appropriate,  and  I am  more  appre- 
ciative than  ever  of  still  being  here,  or  even  of  being  anywhere  at  all. 

Now  you  might  think,  not  unreasonably,  that  experience  to  be  the  basis  for  the  title  of  this 
piece,  but  it  isn’t,  or  at  least  not  directly.  As  I shall  explain  in  a moment,  the  accident  was  a 
matter  of  safety  only  if  you  think  it  unsafe  for  a reasonably  sound,  active  75-year-old  man  to  be 
out  walking  on  his  sidewalkless  neighborhood  streets.  In  my  own  estimation,  with  which  you 
are  free  to  concur  or  not,  this  mishap  that  left  me  with  a t-shaped  titanium  plate  and  several 
screws  in  my  left  wrist  is  not  a safety  issue  at  all.  It  was  simply  the  unfortunate  result  of  several 
split-second  decisions  about  converging  vectors.  Had  either  I or  the  car’s  driver  chosen  differ- 
ently, I likely  would  have  escaped  unscathed.  Speed  (hers  wasn’t  excessive,  or  at  least  not 
much;  mine  either  was  or  wasn’t,  depending)  and  a blind  curve  left  us  little  time  to  consider  our 
options,  and  we  managed  to  arrive  at  our  end  point  at  approximately  (fortunately)  the  same  time 
because  she  chose  to  pass  in  front  of  instead  of  behind  me,  either  of  them  an  option  of  hers. 
When  I looked  down  and  saw  not  my  life  but  the  hood  of  the  automobile  passing  before  my 
eyes,  my  synapses  told  my  hands  it  was  time  to  get  me  outa  there,  and  so  they  pushed  me  off  the 
car,  the  force  adding  sufficient  spin  to  land  me  on  the  pavement,  in  relatively  good  condition 
generally  but  with  a misshapen  wrist. 

The  safety  issue  I have  before  me  came  to  mind  not  from  the  accident  itself,  but  out  of  my 
hospital  experience.  Having  been  without  food  or  drink  for  24  hours,  despite  having  had  a 
general  anesthetic  I was  eager  for  both  when  I returned  from  surgery.  Since  it  was  too  late  for 
supper,  I was  brought  a sandwich,  some  chips,  a cookie,  and  milk.  The  recent  monkeying  around 
with  my  larynx  in  the  placement  of  a laryngeal  hood,  plus  the  dryness  from  previous  medica- 
tion, made  supper  something  less  than  the  anticipated  delight.  Breakfast,  though,  was  different. 
Not  only  that,  it  was  different  from  any  sort  of  hospital  meal  to  which  I have  lately  become 
accustomed.  It  reminded  me  of  the  good  of  days.  Though  there  are  those  who  might  think  the 
breakfast  itself  unsafe,  I generally  ignore  their  suggestions,  and  I certainly  would  have  in  this 
instance.  It  was  a touch  of  class,  I thought,  so  missing  from  much  of  today’s  living,  as  in  the 
days  before  banks  of  thermal  trays  stacked  row  upon  row  on  carts  were  disassembled  on  the 
floor  and  their  individual  parts  dumped  unceremoniously  on  bedside  tables.  Instead,  in  walked 
a nurse  bearing  a tray  laden  with  orange  juice,  cream  of  wheat,  eggs  and  bacon,  a biscuit  with 
butter  and  jelly,  and  coffee,  all  served  in  a civilized  way  in  individual  plates  and  dishes — and 
with  metal  utensils.  I ate  it  all.  And,  “What,”  she  asked,  “would  you  like  in  your  coffee?”  In 
response  to  my  thanks,  and  my  congratulations,  the  nurse  explained  that  as  to  the  food,  the 
hospital  had  recently  changed  suppliers  because  of  the  better  quality.  In  addition,  they  had 
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found  also  that  during  serving,  the  food  in  the  thermal  trays  was  handled  by  four  sets  of  hands, 
whereas  only  two  sets  are  involved  when  it  is  served  in  the  individual  dishes.  The  decreased 
chance  for  contamination  and  increased  patient  satisfaction  made  it  worthwhile. 

How  delightfully  novel,  I thought,  having  seen  no  contrary  evidence,  to  find  a health  care 
institution  these  days  that  considers  safety  and  patient  satisfaction  ahead  of  cost,  particularly 
when  the  Wall  Street  Journal  reports  that  many,  even  most,  large  hospitals  now  tie  the  CEO’s 
salary  to  cost  cutting.  But  don’t  get  me  started  on  that  again.  I have  had  only  limited  experience 
with  that  particular  hospital,  and  this  may  or  may  not  be  characteristic  of  it,  but  I somehow  got 
the  impression  it  just  might  be.  Some  with’  a long  and  close  connection  tell  me  things  there  are 
not  the  way  they  used  to  be,  but  then  where  are  they?  Certainly  not  at  my  bank  or  my  auto 
emporium,  or  anywhere  else  I can  think  of.  At  the  hospital  where  I used  to  work?  It  is  to  laugh — 
or  perhaps  weep.  I chose  the  particular  hospital  I was  taken  to  because  its  ER  is  considerably  the 
closest  to  my  home,  no  small  consideration  during  the  morning  rush  hour,  and  I knew,  too,  1 
would  be  in  good  hands.  The  facility  is  presently  undergoing  expansion,  and  some  areas  are  in 
disarray,  but  its  appointments  are  tasteful,  and  it  has  a homey  quality.  I was  well  treated,  and  not 
too  much  inconvenienced,  considering. 

I was  reminded  by  the  events  of  the  day  that  though  we  need  to  do  everything  reasonable  to 
assure  the  safety  of  ourselves  and  others,  safety  is  relative,  and  it  is  easy  to  become  a slave  to  the 
notion.  I therefore  reiterate  here  my  previously  expressed  conviction  that  one  cannot  be  pro- 
tected from  every  eventuality,  and  trying  to  be  is  simply  a frustrating  exercise  in  futility.  Safety 
is  elusive,  and  in  its  pursuit  quality  of  life,  instead  of  either  the  saving  of  money  or  the  mere 
prolonging  of  physical  existence,  should  be  the  desired  end.  For  the  sake  of  the  first  I intend. 
Lord  willing,  to  continue  my  usual  walks. 

After  a meeting  in  San  Francisco  some  years  back,  my  intended  drive  down  the  coast  to  San 
Diego  and  Borrego  Springs  was  washed  out  along  with  the  coastal  highway  by  recent  heavy 
rains,  leaving  me  casting  about  for  an  alternative.  After  spending  my  first  free  night  in  Carmel, 
my  search  ended  the  next  morning  at  the  Carmel  Mission,  where  I happened  upon  a small 
booklet  describing  each  of  the  2 1 California  missions.  That  discovery  furnished  a diversion  not 
only  for  that  California  visit,  but  for  several  others  during  the  subsequent  two  years  or  so, 
during  which  I followed  the  entire  route  taken  by  Father  Junipero  Serra,  founder  of  the  mis- 
sions, and  his  little  band  of  Franciscan  padres. 

During  a 54-year  span  beginning  in  1769,  to  minister  to  the  California  Indians  the  Franciscans 
established  the  chain  of  missions  that  are  scattered  along  El  Camino  Real,  the  600-mile  stretch 
from  San  Diego  to  Solano  in  Sonoma,  for  the  most  part  the  segment  of  present-day  Highway 
101  from  San  Francisco  to  San  Diego.  The  missions  today  vary  from  the  few  Battened  adobe 
walls,  partially  restored,  at  Soledad,  near  Santa  Clara,  to  the  beautiful  grand  church  at  Santa 
Barbara,  the  only  mission  to  have  survived  the  Mexican  government’s  secularization  of  the 
missions  and  removal  of  the  Indians  from  their  protection.  To  the  present  day  it  has  remained 
continuously  under  the  control  of  the  Franciscans  and  their  ministry  to  the  Indians. 

The  way  of  life  of  the  industrious,  devout  padres  was  simple,  and  what  living  quarters  of  the 
missions  are  open  to  public  view  are  plain  and  Spartan,  usually  furnished  with  a cot,  a desk,  a 
straight  chair  or  so,  and  a prayer  bench.  The  only  decoration  commonly  found  on  the  plain, 
whitewashed  walls  is  a crucifix. 

Looking  about  my  hospital  room  on  returning  from  Recovery,  I saw  that  except  for  its  com- 
fortable modern  hospital  bed,  it  was  timeless,  generic  hospital,  without  frills.  It  contained  ev- 
erything necessary  to  the  well-being  of  the  patient  and  a visitor  or  so,  and  nothing  more,  save 
perhaps  the  television  set  mounted  high  in  one  corner,  which  served,  as  well  as  a diversion,  as 
an  effective  teaching  tool  for  patients.  That  and  the  hospital  paraphernalia  aside,  the  room's 
appointments  bore  a close  resemblance  to  those  of  the  monks’  cells  in  the  missions.  On  the  wall 
before  me  were  a clock  and  a calendar,  and,  as  in  the  cells,  a crucifix— a comforting  reminder 
that  though  the  world  offers  no  assurance  of  safety,  there  still  remains  one  solitary,  eternal,  and 
eternally  available  safe  haven. 
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Most  brokerage  companies  today  will  gladly  select  a professional 


money  management  firm  for  you.  For  a steep  fee.  These  relationships  are 
called  “WRAP77  accounts.  With  total  annual  costs  up  to  3%  a year,  they're 


awfully  expensive. 

So  we've  got  a better  idea. 


Hire  Boatmen's  Trust  as  your 


professional  money  manager. 
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performance  record  versus  the  major  stock  and  bond  indices.  We'll  help  you 
construct  a portfolio  that  makes  sense  for  your  situation.  And  our  average 
annual  cost  is  only  1.05%  (including  management  fee  and  trading  costs). 

So  if  you  want  help  in  managing  your  money,  talk  to  the  people  who 
manage  more  of  it  than  many  major  mutual  funds  do.  Just  call  us  Brian 


Dunston  at  (901)  762-6241. 


BOATMEN'S  TRUST  COMPANY 

A Trust  Company  That  Knows  How  To  Manage  Money . 


Practicing  Medicine 


Telemedicine: 

Physicians  Using  Latest  Technology 
To  Help  Patients 


Joe  I lall 

■ 


It  wasn’t  so  much  an  in- 
terest in  technology  as  it  was 
a search  to  survive  an  over- 
whelming rural  practice  that 
led  McMinnville  radiologist 
Wendell  McAbee,  MD,  to  the 
world  of  telemedicine. 

For  a number  of  years  in 
the  late  1980s  McAbee  was 
the  only  radiologist  serving 
Warren,  Coffee,  Dekalb,  and  Cannon  counties  in  Middle  Ten- 
nessee. The  workload  was  heavy  and  the  demands  intensive 
for  a single  radiologist,  particularly  one  who  had  to  assist  in 
patient  care  at  a handful  of  regional  hospitals.  “I  was  the  only 
radiologist  for  four  counties  for  a long  time,”  he  says.  "In 
order  to  provide  a better  service  for  those  counties,  I had  to 
make  the  connection.” 

The  connection,  as  McAbee  calls  it,  is  a network  that  links 
him  with  those  four  counties  and  makes  him  available  at  all 
times  at  the  four  regional  hospitals.  Using  a monitor  at  his 
practice  office — or  even  at  home — McAbee  can  view  radio- 
graphic  images  of  patient  x-rays  from  any  of  the  four  coun- 
ties and  provide  a diagnosis  within  minutes. 

From  McAbee’s  perspective,  the  picture  is  clear:  he’s  pro- 
viding better  service  for  the  physicians  and  patients  in  the 
region  and  he’s  doing  it  more  efficiently.  Without  the  radio- 
graphic  application,  service  to  patients  would  stall.  “It  would 
be  virtually  impossible  to  manage  the  practice  without  this 
system,”  McAbee  says.  “Things  have  changed  and  now  I have 
two  partners.  But  this  is  still  very,  very  helpful.  The  area  has 
grown,  and  three  radiologists  could  not  physically  handle  this 
region  and  all  the  hospitals  and  patients.  This  allows  us  to  pro- 
vide more  complete  service  and  do  everything  more  efficiently.” 

McAbee’s  use  of  digitization  and  modems  to  view  radio- 
logic  images  is  just  one  of  a number  of  increasingly  common 
applications  that  fall  under  the  telemedicine  umbrella.  Tele- 


Joe  Hall,  formerly  a health  writer  for  the  Nashville  Business 
Journal  and  the  Memphis  Health  Care  News,  is  currently  a 
consultant  with  The  Ingram  Group  in  Nashville. 


medicine  largely  refers  to  the 
use  of  communications  equip- 
ment— whether  facsimile  ma- 
chines, computers,  or  land- 
line or  cellular  modems — to  I 
assist  and  enhance  the  deliv- 
ery of  health  care  services. 

Physicians  have  been  using 
computers  for  more  than  two 
decades  to  facilitate  the  in- 
formation process,  typically  for  billing  and  patient  records. 
Technologic  progress  over  the  past  1 0 years  has  made  it  pos-  i 
sible  to  digitize  and  transport  images  such  as  electrocardio- 
grams and  x-rays.  These  advancements  continue  to  push  the 
practice  of  medicine — and  the  methods  by  which  health  care 
services  are  delivered — into  the  future. 

The  emerging  world  of  telemedicine  means  the  formation 
of  electronic  relationships,  a worldwide  connection  between 
physicians  and  patients.  Today,  telemedicine  spans  a diverse 
range  of  applications,  from  simple  uses  for  patient  records 
and  imaging  to  more  unconventional — and  surprising — func- 
tions such  as  robotics.  Through  the  use  of  computers  and 
video  equipment,  physicians  can  perform  surgical  procedures 
on  a patient  without  their  even  being  in  the  same  room,  or  in 
the  same  city  for  that  matter. 

Telemedicine  may  also  mean  improved  patient  results; 
applications  being  used  now  enable  surgeons  to  conduct  pro- 
cedures on  “computer  patients”  to  view  results  before  the 
actual  surgical  procedure  is  performed. 

An  even  bigger  picture  is  emerging  on  the  horizon.  A recent 
issue  of  the  Journal  of  the  American  Medical  Association 
hints  at  a medical  future  that  has  a physician  viewing  chest 
x-rays  on  her  home  entertainment  center,  then  prescribing  anti! 
i hypertensive  medications  via  electronic  mail.  In  the  future, 

I the  cellular  phone  (complete  with  screen  and  keypad)  and 
computer,  it  seems,  will  be  as  utilitarian  as  the  stethoscope. 

And  the  future,  suggests  Thurman  Pedigo,  MD,  isn’t  that 
far  away.  Pedigo,  a McMinnville  family  practitioner  for  more 
than  30  years,  believes  the  rising  generation  of  medical  school 
J students — a generation  that  grew  up  using  computers — are 


“ Bill  Gates  and  the  cable  companies 
will  have  as  much  or  more  to  do 
with  [ telemedicine ] than  we 
in  the  medical  field  will.” 

— Thurman  L.  Pedigo,  MD,  Nashville 
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more  technologically  inclined  and  will  take  telemedicine  to 
greater,  more  elaborate  levels.  Still,  Pedigo  says,  “Bill  Gates 
and  the  cable  companies  will  have  as  much  or  more  to  do 
with  it  than  we  in  the  medical  field  will.”  Pedigo  suggests 
that  “there  will  be  some  uses  that  are  pretty  far  out  there,  that 
some  people  today  will  have  trouble  even  understanding.” 
Not  only  will  physicians  be  able  to  deliver  high-tech  care, 
but  he  believes  that  patients  will  some  day  soon  communi- 
cate with  a physician  via  their  home  television/computer. 

So  far,  some  of  the  most  remarkable  and  efficient  appli- 
cations, such  as  those  of  McAbee  and  his  partners  in 
McMinnville,  have  taken  shape  in  rural  areas.  Pedigo  also 
practiced  in  McMinnville,  and  in  1970,  well  ahead  of  even 
most  urban  physicians,  be- 
gan using  a computer  for  ac- 
counts receivable.  That  cur- 
sory interest  expanded  over 
the  years,  and  as  technology 
allowed  he  used  a PC  for  in- 
formation retrieval. 

“We  were  using  technol- 
ogy throughout  that  period 
to  complement  our  practice 
and  improve  the  utilization  and  quality  of  care  to  patients,” 
says  Pedigo,  now  a consultant  to  Vanderbilt  University  School 
of  Medicine  and  interim  chairman  of  its  department  of  fam- 
ily medicine.  Besides  a fascination  with  computers,  Pedigo 
has  a keen  interest  in  bioinformatics,  which  is  the  use  of  or- 
ganized information  and  data  for  the  delivery  of  health  care. 

Pedigo’s  eyes  were  opened  to  the  full  benefits  of  tele- 
medicine when  he  observed  McAbee  and  his  use  of  scanners 
and  monitors  to  observe  radiographic  images.  “I  remember 
leaving  a medical  society  meeting  with  him,  and  he  had  an 
instrument  hooked  up  so  that  he  could  read  CAT  scans  in  a 
town  that  was  20  miles  away.  He  got  the  information  on  his 
monitor  and  then  gave  an  interpretation  to  a doctor  in  the 
emergency  room  at  the  hospital.” 

Vanderbilt  is  among  the  regional  leaders  in  the  deploy- 
ment of  telemedicine  services.  It  also  has  connections  with 
Sumner  Regional  Medical  Center  and  with  Bedford  County 
Hospital.  Those  electronic  relationships,  as  Vanderbilt  Radi- 
ology Operations/Systems  Director  Mark  Moffitt  says,  al- 
low the  transfer  of  nuclear  medicine  studies  over  ISDN  lines. 
The  transfers  entail  anywhere  from  two  to  five  images  at  eight 
megabytes  each,  taking  about  three  minutes  to  complete.  The 
material  is  studied  at  a PC  work  station,  and  interpretations 
are  returned  in  a matter  of  seconds.  “It  took  a while  to  build 
these  relationships,  and  the  level  of  trust  necessary  to  prac- 
tice medicine  with  this  type  of  technology,”  Moffitt  says. 

Charles  Womack,  MD,  a Cookeville  urologist,  was  intro- 
duced to  telemedicine  around  1990  when  he  had  an  article 
on  an  uncommon  procedure  sent  to  him  by  facsimile  15  min- 


utes before  surgery.  Today,  he  and  his  partners  at  Upper 
C umberland  Urology  have  been  on-line  with  neighboring 
Cookeville  General  Hospital  for  the  past  nine  months.  Work- 
ing from  a computer,  Womack’s  nurses  and  office  assistants 
can,  using  the  right  security  code,  access  the  hospital’s  sys- 
tem through  a dedicated  phone  line  and  get  patient  informa- 
tion, laboratory  work,  and  x-rays.  All  of  this  previously  meant 
a lot  of  time  at  the  facsimile  machine  and  walking  back  and 
forth  to  the  hospital.  “We’re  much  more  efficient  today  than 
we  were,”  Womack  says.  “Before,  if  we  needed  something  at 
the  hospital,  we  would  call  and  be  placed  on  hold  forever. 
We  don’t  duplicate  our  efforts  now;  it’s  all  much  more  effi- 
cient for  us — and  for  the  patients,  too,  I think.” 

McAbee  and  other  radi- 
ologists use  telemedicine  for 
perhaps  its  most  fascinating 
application — to  receive  and 
view  images,  and  then  pro- 
vide a diagnosis.  He  can 
share  these  visuals  and  gain 
opinions  from  as  near  as 
Nashville  and  as  far  away  as 
New  York  or  Hong  Kong. 

Here’s  how  it  works:  any  of  the  four  hospitals  McAbee 
works  with  can  digitize  a radiographic  image  and  send  it  by 
modem  to  a computer  at  the  site  of  his  practice.  The  receiv- 
ing computer  changes  the  incoming  signal  back  to  analogue, 
and  then  the  image  is  displayed  on  a monitor.  The  modem 
communication  is  kept  intact,  and  the  image  can  be  enlarged 
or  certain  areas  of  the  picture  can  be  isolated  and  zoomed  in 
on.  “This  type  of  digitization  of  images  on  film  is  the  future 
of  radiology,”  McAbee  says. 

And  it’s  getting  easier.  New  programs  enable  a physician  to 
view  these  images  on  just  about  any  desktop  PC.  All  that’s 
needed  is  a modem  and  a dedicated  phone  line.  There  are 
stiff  barriers,  though,  to  the  development  of  more  comprehen- 
sive telemedicine  networks.  While  the  greatest  impact  appears 
to  be  in  rural  America,  cost  often  makes  infrastructure  devel- 
opment prohibitive.  With  rural  hospitals  struggling  with  de- 
clining margins,  the  prospect  of  committing  upwards  of 
$100,000  toward  telemedicine  systems  is  sometimes  difficult. 

And  while  telemedicine  can  make  it  easier  for  the  physi- 
cian and  the  patient,  there’s  not  a whole  lot  of  evidence  to 
suggest  that  these  technologic  advances  contribute  to  reduc- 
ing health  care  costs,  Pedigo  says.  If  anything,  telemedicine 
increases  patient  access,  which  in  turn  could  instead  increase 
costs,  he  says.  Pedigo  cautions  also  that  there  exists  a line 
between  the  use  of  telemedicine  in  rural  areas  and  the  direc- 
tion of  telemedicine  in  suburban  America.  There  are  those, 
he  says,  who  criticize  telemedicine  as  too  impersonal.  “Some 
people  believe  it  will  be  an  obstacle  to  delivering  good  health 
care,  that  it  will  get  between  the  doctor  and  the  patienU'O 


The  emerging  world  of  telemedicine 
means  the  formation  of  electron  ic 
relationships,  a worldwide  connection 
between  physicians  and  patients. 
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Heri,  Hodie,  Gras  . . . 

Yesterday,  Today,  and  Tomorrow 


Louis  A.  Cancellaro,  MD,  PhD 

Immediate  Past-President,  Southern  Medical  Association 
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Heri,  Hodie,  Cras  . . . Yesterday,  Today,  and  Tomorrow  . . . 
Always  medical  excellence.  The  ideals  espoused  by  these 
phrases  ring  as  true  today  as  they  did  when  the  Southern  Medi- 
cal Association  (SMA)  was  founded  in  1906,  and  with  contin- 
ued strong  leadership  will  remain  so  into  the  next  millennium. 

During  this  address  I invite  you  to  join  me  on  a brief  jour- 
ney. It  is  however  an  unusual  journey,  one  that  will  require 
you  to  free  your  imagination, 
since  we  will  travel  back  in 
time.  Let’s  go  back  to  the 
time  when  Queen  Victoria  in 
England  was  celebrating  her 
golden  jubilee.  That  was  also 
the  time  when  Cezanne  and 
Monet  were  at  the  height  of 
their  career,  and  the  Impres- 
sionist era  was  in  transition 
to  Post-Impressionism,  when 
such  artists  as  Van  Gogh  and  Gauguin  were  gaining  promi- 
nence. That  was  also  the  period  when  Gilbert  and  Sullivan 
composed  their  Yeoman  of  the  Guard  and  Verdi  in  Italy  was 
composing  Othello.  The  year  is  1888. 

This  was  the  year  when  another  Louis  inaugurated  his 
Institute  in  Paris,  the  Pasteur  Institute,  with  these  words:  “Of 
this  we  may  be  sure:  that  science,  in  obeying  the  law  of  hu- 
manity, will  always  labor  to  enlarge  the  frontiers  of  life.” 

There  is  no  doubt  that  these  frontiers  are  much  larger  now 
than  ever  before.  At  that  time,  the  number  of  specialties  was 
no  greater  than  the  fingers  of  one  hand,  whereas  now  they 
are  too  numerous  to  count,  and  more  continue  to  emerge. 
This  has  inevitably  led  to  specialists  restricting  their  practice 
to  a very  limited  field  and  risking  losing  sight  of  the  patient 
as  an  individual. 

It  is  of  interest  to  note  that  Hippocrates  described  clinical 
medicine  as  the  practical  application  of  intelligent  observa- 
tion, and  insisted  that  it  is  the  sick  man  who  matters,  and  not 
man’s  theory  of  sickness.  The  entire  patient  must  be  heeded, 
he  said,  and  the  whole  of  the  surroundings  noted.  Hippocrates 


Presented  as  the  President’s  Address  at  the  89th  annual  assembly 
of  the  Southern  Medical  Association,  Kansas  City,  Mo.,  Novem- 
ber, 1995. 


advocated  holistic  medicine  25  centuries  before  it  became  a i pii 
contemporary  issue.  Unfortunately,  his  teachings  have  not  tla 
been  followed.  Medicine  has  continued  to  become  more  spe-  «i 
cialized,  leading  to  a proliferation  of  associations,  each  with  ! 
a very  narrow  focus  to  satisfy  the  pursuit  of  intellectual  pro-  it 
vincial  interests,  namely  subspecialization,  but  oftentimes  ; it 
' losing  sight  of  the  whole  patient.  4 

Like  most  other  associa-  « 
tions,  ours  has  developed  a j ii 
number  of  specialty  sections,  o 

now  numbering  27;  two  of  ] 

these  sections  have  been  de-  i 
veloped  this  year.  Our  Asso-  I 
ciation,  however,  is  unique  in 
that  while  each  section  is  dis-  !; 
tinct,  none  is  separate  from  the 
entire  organization;  all  sec- 
tions are  united  without  los- 
ing their  individual  identities.  This  very  meeting  is  proof  of 
that.  The  first  scientific  assembly  in  1906  offered  a number 
of  sessions  in  medicine,  surgery,  and  ophthalmology  that 
would  be  well  attended  today.  From  its  inception  the  SMA 
elected  to  be  apolitical,  and  to  focus  on  education.  Diseases 
became  the  agenda  in  the  continuing  discourse  on  the  rela- 
tionship of  medical  responsibility  and  individual  culpability. 

Issue  after  issue  of  the  Southern  Medical  Journal,  and  year 
after  year  in  scientific  assemblies,  leading  southern  physi- 
cians in  our  Association  advanced  the  cause  of  education  and 
social  commitment  among  members  of  their  profession.  Of 
course,  some  diseases  of  concern  at  that  time  are  now  re- 
solved, but  the  principles  governing  our  assemblies  have  not 
changed. 

Expanding  medical  frontiers  and  shifting  trends  mandate 
active  medical  education  for  physicians.  The  SMA  has  re- 
sponded to  this  mandate  throughout  its  history  by  providing 
opportunities  through  the  constant  of  education. 

When  overcrowding  of  the  profession  by  undertrained 
practitioners  became  a concern,  SMA  responded  by  provid- 
ing courses  designed  to  upgrade  the  quality  of  medical  edu- 
cation. Recognizing  shifts  first  towards  specialization  and 
subsequently  towards  primary  care,  the  SMA  offered  courses 
in  practical  and  clinical  guidelines,  information  in  practice 


Today’s  medicine  directly  affects  the 
health  of  generations  to  come,  the 
condition  of  their  society,  and  perhaps 
even  the  survival  of  their  world. 


284 


Tennessee  Medicine  ~ August , 1996 


management,  specialty  workshops,  and  clinical  symposia  for 
primary  care  physicians.  Needs  assessments  regularly  poll 
the  membership  to  collect  and  reflect  the  most  frequently 
requested  topics  by  practitioners. 

Debates  over  academic  versus  technical  training  gave  rise 
to  hands-on  courses  and  training  for  physician  staff,  and  com- 
puter and  CD-ROM  video  conferences,  targeting  more  than 
1,000  sites,  on  the  internet.  We  must  be  ready  to  present 
medicine’s  latest  information  on  the  most  advanced  tech- 
nologies. Frontiers  are  expanding  too  rapidly  for  traditional 
printed  media  and  structured 
classroom  format  to  keep  up 
with  the  changing  needs. 

Medical  education  will  soon 
depend  on  a pentium  chip 
able  to  achieve  2 billion 
decisions  or  computations 
within  the  space  of  a second, 
transmitting  electronic  data 
on  fiberoptics  over  a system 
disseminating  this  data 
throughout  the  world  almost 
instantaneously. 

Keeping  in  mind  that  the  practice  of  medicine  is  not  only 
a science,  but  also  an  art,  and  keeping  in  mind  the  frequent 
ethical  problems  physicians  often  face,  ethical  issues  often 
played  a prominent  part  in  our  meetings.  It  is  evident  from 
assembly  proceedings  and  the  Southern  Medical  Journal  that 
a physician’s  social  commitment  was  considered  an  intrinsic 
element  of  practicing  medicine. 

Viewing  medicine  in  retrospect  offers  a perspective  to 
better  understand  our  responsibility  to  a national  and  global 
health  community.  In  the  crucible  of  sickness,  societal  truths 
are  illuminated  dramatically,  as  is  our  relationship  with  phy- 
sicians and  patients,  past  and  future.  The  study  of  medicine 
through  the  ages  will  help  the  student  develop  a kinship  with 
patients  and  practitioners  of  the  past  as  well  as  a sense  of 
humility  with  respect  to  disease  and  nature. 

We  must  remember,  however,  that  it  is  the  present  need 
that  will  always  determine  our  immediate  concern.  As  Ber- 
nard Baruch  so  incitefully  stated:  “I  am  interested  in  physi- 
cal medicine  because  my  father  was.  I am  interested  in  medi- 
cal research  because  I believe  in  it.  I am  interested  in  arthritis 


because  I have  it.”  Present  need  is  most  often  the  inspiration 
for  medical  research  and  great  breakthroughs.  The  SMA  has 
always  encouraged  original  research.  Funds  are  awarded  to 
budding  researchers  and  this  year,  for  the  very  first  time, 
$26,000  will  be  awarded  to  outstanding  papers  presented 
during  this  annual  meeting. 

The  rapidity  of  progress  is  indeed  exciting.  From  Crick 
and  Watson’s  discovery  of  recombinant  DNA,  four  decades 
elapsed  until  the  human  genome  project  was  launched  in 
1990,  and  yet  we  are  still  in  the  infancy  of  that  science.  Fur- 
ther advances,  as  the  study  of 
DNA,  myoclonal  antibodies, 
the  NIH  human  genome 
project,  and  research  activi- 
ties by  independent  institu- 
tions arouse  ambivalent  emo- 
tions. On  one  hand,  we  are 
awed  by  the  prospect  of  in- 
stant communication,  of  ge- 
netically engineering  certain 
diseases  out  of  existence.  We 
are  awed  by  “smart  pills,”  and 
potential  therapies  for  cancer, 
neurologic  disorders,  and  cystic  fibrosis.  On  the  other  hand, 
we  are  dismayed  by  reports  of  commercially  patenting  gene 
fragments,  in  effect  an  attempt  to  copyright  humanity,  and 
by  the  Orwellian  specter  of  international  commerce  in  con- 
trol of  the  deepest  secrets  of  life. 

In  the  19th  century,  Oliver  Wendell  Holmes  said  that  the 
life  of  a child  begins  100  years  before  that  baby  is  conceived. 
Our  infant  knowledge  of  genetics  and  DNA  reveals  the  truth 
in  that  statement.  Today’s  medicine  directly  affects  the  health 
of  generations  to  come,  the  condition  of  their  society,  and 
perhaps  even  the  survival  of  their  world. 

As  physicians  we  are  part  of  an  art  and  science  and  a body 
of  knowledge  that  has  no  beginning.  Ladies  and  gentlemen, 
it  is  now  time  to  return  from  our  trip.  We  must  bear  in  mind 
that  if  medicine  fails  to  base  exploration  into  the  frontiers  of 
life  on  moral  and  ethical  foundations,  if  medicine  ceases  to 
consider  welfare  of  the  patient  as  the  central  purpose  for  re- 
search, and  if  medicine  is  operated  on  the  sole  basis  of  good 
business  and  profit  margins,  then  medicine  will  cease  to  be 
great.  □ 


The  study  of  medicine  through  the  ages 
will  help  the  student  develop  a kinship 
with  patients  and  practitioners  of  the 
past  as  well  as  a sense  of  humility  with 
respect  to  disease  and  nature. 
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Loss  Prevention  Case  of  the  Month 

Who/ Where  Is  My  Doctor? 

j.  Kelley  Avery,  MD 


Case  Report 

On  the  16th  of  the  month, 
this  64-year-old  woman  en- 
tered to  the  emergency  de- 
partment (ED)  of  her  com- 
munity hospital  with  chest 
pain.  She  was  a moderately 
obese  two  pack/day  smoker, 
with  a questionable  history 
of  diabetes  and  a strong  fam- 
ily history  of  “heart  trouble” 
and  diabetes.  She  also  had  a 
long  history  of  indigestion 
and  heartburn,  frequent  head- 
aches, and  chronic  back  pain. 
She  described  her  chest  pain 
as  aggravated  by  exertion, 
accompanied  by  some  dys- 
pnea, and  having  been  pres- 
ent off  and  on  for  a week.  She 
also  described  another  type 
of  chest  discomfort  that  was 
increased  by  deep  inspiration 
and  relieved  by  holding  her 
breath.  She  was  seen  and  ex- 
amined by  the  ED  physician, 
who  found  her  in  no  distress, 
with  vital  signs  within  nor- 
mal limits,  her  blood  pressure 
being  140/88  mm  Hg.  The 
chest  was  clear,  heart  sounds 
normal,  and  the  abdomen 
soft,  without  tenderness  or 
masses.  The  neurologic  examination  was  negative.  She 
was  admitted  to  the  hospital  to  the  service  of  her  personal 
physician.  Dr.  Green.  Orders  were  written  for  serial  EKGs, 
and  enzyme  determinations  every  eight  hours  times  three, 
an  AP/lateral  chest  x-ray,  Nitrol  paste,  Cardizem  30  mg  daily, 
and  Zantac  1 50  mg  twice  a day.  He  also  scheduled  an  upper 
GI  series  (UGI). 

The  EKGs  were  interpreted  by  computer  and  said  to  show 


evidence  of  a possible  subendocardial  injury  on  admission. 
Over  the  next  12  hours  the  repeat  tracings  became  less  omi- 
nous, but  were  still  abnormal  and  compatible  with  some  lat- 
eral wall  ischemic  changes  of  undetermined  age.  The  en- 
zymes, including  the  cardiac  isoenzymes,  the  CPK,  and  MB 
band  were  within  normal  limits. 

On  the  17th,  the  day  following  admission,  the  patient  was 
seen  by  Dr.  White,  covering  for  Dr.  Green.  He  wrote  a note 
documenting  the  reduction  of  chest  pain  since  her  admis- 
sion, and  noted  that  UGI  had  been  ordered  because  of  her 
complaints  of  “indigestion.”  The  nurses  noted  fever  of 
102.2°F,  which  was  not  commented  on  except  that  there  was 
a telephone  order  by  Dr.  Green  to  give  Tylenol  for  fever  and 
to  begin  Ceftin  250  mg  orally  four  times  a day.  The  nursing 
notes  did  not  document  whether  or  not  the  patient  was  vis- 
ited by  Dr.  Green.  The  second  day  of  her  hospital  stay,  the 
18th,  the  patient  was  apparently  seen  by  Dr.  White,  who  or- 
dered back  x-rays  because  of  the  patient’s  complaints  of  back 
pain.  Dr.  White  also  noted  a “decrease  in  chest  pain,”  and  that 
the  patient  was  to  have  the  UGI  that  day.  The  UGI  was  later 
reported  as  showing  only  some  exaggerated  esophageal  con- 
tractions in  the  lower  third.  EKGs  and  enzyme  studies  done 
that  day  were  essentially  unchanged.  The  nursing  notes  re- 
vealed a good  day,  with  no  changes  in  the  patient’s  vital  signs. 

On  the  19th,  Dr.  White  wrote  a progress  note  indicating 
that  there  was  barium  in  the  bowel,  which  made  the  back 
films  unsatisfactory.  The  nurses  noted  no  change  in  the 
patient’s  condition.  She  had  no  chest  pain  and  had  been  rest- 
ing quietly  all  day.  On  the  fourth  hospital  day,  the  20th,  Dr. 
Green  verbally  ordered  hydrocodone  as  needed  for  pain.  A 
progress  note  that  same  day  by  Dr.  Green  recorded  some  chest 
pain  and  shortness  of  breath  that  AM.  He  also  ordered  a re- 
peat EKG,  which  continued  to  show  the  nonspecific  abnor- 
malities without  significant  change.  The  pain  is  recorded  on 
the  nursing  notes  with  the  added  description  that  it  was  worse 
on  deep  breathing.  The  shortness  of  breath  was  referred  to  in 
the  nursing  notes  by  the  patient  as  “not  unusual  for  me.”  She 
was  given  some  of  the  pain  medication  for  the  chest  pain  and 
was  said  to  have  had  no  pain  for  the  rest  of  the  day. 

On  the  fifth  day  of  her  hospitalization.  Dr.  White  reported 
that  the  spine  films  showed  “arteriosclerosis  of  the  aorta  and 


Dr.  Avery  is  chairman  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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degenerative  disc  disease.”  On  the  same  day  the  patient  com- 
plained of  nausea  and  attempted  to  induce  vomiting  by  stick- 
ing her  finger  down  her  throat.  A standing  order  for  Phenergan 
was  given  by  Dr.  Green.  Dr.  White  noted  that  the  patient  had 
experienced  some  “chest  and  left  shoulder  pain  this  AM.” 
The  heart  and  lungs  were  negative  on  auscultation.  The  EKG 
was  reported  again  as  abnormal  but  essentially  unchanged 
except  for  occasional  premature  ectopic  complexes.  On  the 
sixth  day  in  the  hospital,  there  was  more  chest  pain,  and  a 
nitroglycerin  patch  was  applied.  She  complained  of  nausea, 
ate  poorly,  and  was  said  to  have  a “nonproductive  cough.” 
The  nurses  noted  an  “audible  wheeze”  on  auscultation  of 
the  chest.  On  this  day  the  nurses  reported  that  the  husband 
had  become  very  upset  because  Dr.  Green,  her  regular  physi- 
cian, had  seen  her  only  one  time  since  admission.  The  fol- 
lowing morning,  after  one  week  in  the  hospital,  the  patient 
signed  out  against  medical  advice  and  went  to  another  facil- 
ity in  a nearby  large  city. 

On  review  of  her  chart  from  the  community  hospital,  the 
admitting  physician  in  the  larger  institution  concluded  that 
there  was  a likelihood  of  some  myocardial  injury  on  her  ad- 
mission there,  and  that  she  might  also  have  some  pneumo- 
nia. Two  days  later  there  was  a suggestion  on  the  EKG  of 
further  myocardial  injury,  although  this  was  equivocal. 
Echocardiography  revealed  some  left  ventricular  hypertro- 
phy and  “severe  mitral  regurgitation.”  EKGs  were  reported 
as  “consistent  with  inferior  posterolateral  infarction,  but  un- 
changed” from  the  time  of  her  admission  to  the  second  hos- 
pital. There  was  also  the  suggestion  that  the  patient  was  in 
some  degree  of  congestive  heart  failure. 

On  the  sixth  day  of  her  stay  in  the  second  hospital,  the 
patient  died  from  a sudden  bout  of  ventricular  tachycardia. 
All  attempts  to  convert  the  arrhythmia  failed.  A lawsuit  was 
filed  against  the  community  hospital  and  Dr.  White. 


Loss  Prevention  Comments 

One  could  not  say  that  this  patient  was  benefitted  by  her 
stay  in  the  second  hospital,  but  her  care  in  the  first  hospital 
left  much  to  be  desired,  and  could  have  contributed  to  the 
end  result.  It  is  obvious  from  the  events  that  Dr.  White  was 
expected  to  see  this  patient  while  covering  for  Dr.  Green,  but 
we  cannot  be  certain  that  Dr.  White  ever  understood  that,  and 
it  was  documented  nowhere  in  the  record!  Dr.  White  was 
asked  in  a hallway  conversation  the  day  of  her  admission  to 
cover  for  his  colleague.  He  understood  that  this  coverage  was 
to  continue  for  the  next  two  days.  The  nursing  notes  do  not 
help  us  to  determine  just  who,  if  anybody,  was  seeing  this 
patient  regularly.  Dr.  White  is  noted  in  the  nursing  notes  and 
the  progress  notes  to  have  seen  her  on  at  least  three  days  of 
her  hospitalization,  but  with  the  “verbal  and  phone”  orders 
and  few  progress  notes  by  the  physicians  it  is  difficult  to  tell. 
One  thing  is  certain  about  the  record,  and  that  is  that  the  dis- 
charge summary  was  dictated  by  Dr.  Green  about  ten  weeks 
after  the  fact  of  her  hospitalization  on  his  service  in  the  com- 
munity hospital,  and  eight  weeks  after  her  death  in  the  sec- 
ond hospital. 

It  is  obvious  that  the  anger  that  developed  toward  Dr. 
White  because  of  the  confusion  over  who  was  to  see  the 
patient  led  to  the  lawsuit  against  him.  This  is  a case  where 
the  lack  of  a clear  understanding  between  the  two  doctors, 
one  that  was  supported  by  the  record,  was  critical  to  the  fil- 
ing of  the  lawsuit  and  could  have  contributed  to  her  death  in 
the  second  hospital.  A simple  order  on  the  chart  and  a brief 
progress  note  by  Dr.  Green,  the  patient’s  primary  physician, 
that  Dr.  White  was  to  cover  for  him  for  a specified  number 
of  days  could  have  prevented  the  litigation.  The  misunder- 
standing and  finger  pointing  between  the  physicians  made  it 
unwise  to  try  this  case,  and  it  was  settled  for  a significant 
amount  of  money. □ 


ERRATUM 

In  the  June  1996  issue  of  Tennessee  Medicine , there  was  an  error  in  Resolution  No.  2-96, 
which  was  adopted  by  unanimous  consent.  In  the  opening  session  of  the  House  of  Del- 
egates, several  editorial  changes  were  made  to  the  Resolve  that  were  left  of  this  publica- 
tion. The  Resolve  for  Resolution  No.  2-96  should  read  as  follows: 

RESOLUTION  NO.  2-96 
Reaffirmation  of  Resolution  No.  10-89 
(Ban  on  Smoking  in  Public  Places) 

Charles  T.  Womack,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  be  a leader  in  anti-smoking  ac- 
tivities and  continue  its  efforts  to  encourage  the  General  Assembly  and  the  executive  branch 
of  Tennessee  state  government  to  implement  a smoke-free  policy  in  all  state  buildings  and 
facilities  and  in  all  public  gathering  places,  such  as  theaters,  schools,  hospitals,  outpatient 
clinics,  public  health  department  clinics,  public  transportation  vehicles,  and  restaurants. 
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Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1*800442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 

information  on  continuing  medical  and  dental  education  programs.  _ , 

And  there’s  no  charge  for  these  services. . .or  for  the  call.  ~ ^|Egj|^g|g|p“ 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants.  ^ ' r . 

Tennessee  Consultation  Center 


1-800-442-8862 


or 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  ot  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine.  Together,  these  entities  embody  the  Medical  Center's  philosophy 
and  mission  through  the  spirit  of  exploration,  the  passion  tor  teaching,  and  the  compassion  to  restore. 
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Cat  Scratch  Disease  Presenting 
As  Multifocal  Osteitis 


Gail  Gallemore,  MD  and  Kim  Worley,  MS-III 


Introduction 

Cat  scratch  disease  (CSD)  has  been  recognized  as  a clini- 
cal entity  since  1931  when  Dubre  described  a febrile  syn- 
drome associated  with  a cat  scratch.  The  etiologic  agent  was 
unknown  until  1983,  when  Wear  described  the  gram-nega- 
tive bacillus  on  gram  stain  of  infected  lymph  nodes  using  the 
Warthin  Starry  silver  impregnation  stain.  Since  then  a debate 
has  raged  over  classification  of  the  organism.  Serologic  test- 
ing now  makes  the  identification  of  CSD  easier.  We  will  be 
able  to  describe  a wider  range  of  the  clinical  spectrum  of  the 
disease  as  the  diagnosis  becomes  easier.  This  report  describes 
a case  of  CSD  with  a fever  of  unknown  origin  and  migratory 
bone  pain. 

Case  Report 

A 10V2-year-old  white  boy  was  referred  to  the  infectious 
disease  clinic  with  a three-week  history  of  intermittent  fever, 
the  temperature  ranging  up  to  105°F.  He  had  weakness,  fa- 
tigue, and  anorexia  with  weight  loss.  He  initially  saw  his  own 
physician  for  crampy  abdominal  pain  for  four  days  without 
nausea,  vomiting,  constipation,  or  diarrhea.  He  had  rebound 
tenderness  in  the  right  lower  quadrant  and  an  elevated  WBC 
count  with  a left  shift.  A surgical  consultant  believed  it  was 
not  a surgical  problem  and  released  him.  Over  the  next  three 
weeks,  the  patient  sought  medical  care  six  times  for  shaking 
chills  and  right  hip  pain.  Laboratory  evaluation  revealed  a 
normal  chest  x-ray,  normal  abdominal  CT,  normal  chemis- 
tries, and  negative  febrile  agglutinins.  ESR  was  54  mm/hr. 

He  was  referred  to  our  clinic  with  a 10-lb  weight  loss, 
and  he  now  had  left  lower  rib  pain  with  deep  breathing,  con- 
tinued fever  spikes,  and  progressive  debilitating  fatigue.  Fur- 
ther history  revealed  that  a kitten  he  liked  to  play  with  was 
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living  in  his  cellar.  The  patient  had  been  healthy  until  this 
illness. 

The  physical  examination  revealed  lethargy,  a tempera- 
ture of  101°F,  and  no  other  positive  findings.  He  had  no  skin 
lesions,  lymphadenopathy,  hepatosplenomegaly,  or  any  point 
tenderness. 

Laboratory  findings  revealed  a normal  CBC,  normal 
biochem  28,  and  negative  toxoplasma  and  cytomegalovirus 
serologies.  Intermediate  strength  PPD  was  negative.  The 
mono  spot  test  was  repeatedly  negative  and  the  amylase  was 
normal.  No  blood  was  found  in  the  stool,  and  an  abdominal 
ultrasound  and  chest  x-ray  were  normal.  The  EIA  for 
Bartonella  henslae  showed  an  IgM  of  5 1 (>15  EIA  units  is 
positive)  with  a negative  IgG.  A bone  scan  (Fig.  1),  done 
before  the  Bartonella  titers  were  known,  showed  six  sites  of 
increased  uptake:  the  right  proximal  femur,  the  L!  and  T4 
vertebrae,  the  left  mid-cervical  spine,  and  the  right  8th  and 
1 1th  ribs. 

A bone  marrow  aspirate  showed  a reactive  marrow  from 
which  no  organism  was  isolated.  The  plain  x-rays  of  the  in- 
volved bones  were  normal.  MRI  of  the  right  femur  showed 
minimal  changes,  with  an  altered  signal  in  the  intertro- 
chanteric area  with  no  lytic  lesions.  A bone  biopsy  of  this 
area  was  sent  to  the  AFIP  and  did  not  reveal  any  organisms 
on  Warthin  Starry  silver  impregnation  staining.  No  organ- 
isms grew  from  the  biopsy  specimen  in  our  laboratory.  The 
histology  revealed  a reactive  marrow  without  granulomas. 

Five  weeks  from  the  onset  of  his  fever,  the  patient  became 
afebrile,  his  appetite  returned,  and  the  fatigue  gradually  re- 
solved. No  medication,  specifically  antibiotics,  had  been  used, 
as  the  results  of  the  EIA  were  not  known  before  the  symp- 
toms resolved.  Cat  scratch  antigen  skin  test  was  applied  three 
months  from  the  onset  of  the  symptoms  and  was  positive  at 
22  mm  X 1 8 mm.  The  repeat  bone  scan  at  this  time  was  nor- 
mal except  for  increased  uptake  at  the  biopsy  site.  Nine  weeks 
into  the  illness,  B.  henslae  IgM  ab  titers  had  declined  from 
5 I to  32,  while  IgG  ab  was  positive  at  > 1 20  (>  1 5 EIA  units 
is  positive). 
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Figure  1.  Bone  scan  showing  multiple  sites  of  increase  uptake  at  the  right  proximal  femur,  L,  and  T4on 
the  left,  the  mid-cervical  spine,  and  the  right  8th  and  11th  ribs. 


Discussion 

Cat  scratch  disease  may  typically  present  itself  with 
lymphadenopathy  following  contact  with  an  immature  cat. 
Other  common  findings  include  vague  symptoms  of  fever, 
fatigue,  and  anorexia.  In  past  studies,  5%  to  20%  of  CSD 
cases  have  been  documented  as  having  no  lymphadenop- 
athy.1:1  Positive  bone  findings  have  been  described  on  bone 
scan.4  An  inflammatory  process  suggesting  osteomyelitis  is 
usually  found,  and  all  cases  reported  thus  far  have  involved 
only  single  sites.4'6  Our  patient  had  six  bone  lesions  that  did 
not  develop  to  the  point  of  lysis  before  the  infection  cleared. 

While  working  through  the  differential  diagnosis  of  fever 
of  unknown  origin  and  migratory  pains,  only  the  history  led 
us  to  suspect  CSD.  Upon  further  investigation,  even  though 
our  patient  had  no  lymphadenopathy,  he  did  meet  most  of 
the  criteria  necessary  to  diagnose  CSD.  including  frequent 
contact  with  a cat,  a positive  skin  test  for  CSD,  and  negative 
PPD  skin  tests.2  The  negative  Warthin  Starry  silver  impreg- 
nation stain  of  the  bone  did  not  exclude  diagnosis  of  CSD. 
Others  have  described  a negative  stain  as  the  disease 
progresses,  particularly  in  the  bone.7 

Multifocal  osteomyelitis  is  another  enigma  in  the  spec- 
trum of  infectious  disease  of  bones  for  which  no  agent  has 
definitively  been  identified.  Since  B.  henslae  is  difficult  to 
grow,  one  must  ask  if  it  may  be  playing  any  role  in  this  ill- 
ness. Most  victims  with  multifocal  osteomyelitis  recover 
without  treatment,  as  our  patient  did. 


The  diagnosis  of  CSD  should  be  considered  in  any  case 
of  a child  with  a fever  of  unknown  origin,  even  without 
lymphadenopathy.8  A thorough  history  and  physical  exami- 
nation, with  proper  laboratory  work  and  other  studies,  can 
help  narrow  the  differential  and  lead  the  physician  to  the  cor- 
rect diagnosis.  Improving  serologic  techniques  will  aid  us 
further  by  giving  a clearer  picture  of  the  spectrum  of  CSD. 
Multifocal  bone  lesions  have  not  been  previously  described 
with  CSD.  Our  case  was  unusual  in  that  the  patient  showed 
two  atypical  characteristics,  the  absence  of  lymphadenopathy 
and  the  presence  of  multiple  bony  lesions. □ 
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Care  of  the  Geriatric  Trauma  Patient 


Sherry  M.  Melton,  MD,  Joe  H.  Patton  Jr.,  MD,  Sean  P.  Lyden,  MD,  and 
Martin  A.  Croce,  MD 


Introduction 

Trauma  is  thought  to  affect  the  adolescent  and  young  adult 
more  than  the  geriatric  population.  Geriatric  patients  (>65 
years  old)  have  a significant  mortality  rate  when  involved  in 
trauma.  Although  they  represented  only  12.7%  of  the  popu- 
lation, the  elderly  accounted  for  29%  of  trauma-related  deaths 
in  1991.'  This  subgroup  is  growing  disproportionately  and  is 
predicted  to  make  up  23%  of  the  population  by  205Q.2  Spe- 
cialized care  of  the  injured  elderly  patient  will  therefore  be- 
come more  important  as  the  composition  of  the  population 
changes. 

The  contemporary  elderly  are  living  longer  and  are  in  bet- 
ter health  in  their  later  years,  allowing  them  to  be  more  physi- 
cally active  and  mobile  than  their  predecessors.  Despite  the 
increased  activity,  the  elderly  are  predisposed  to  injury  due 
to  deterioration  of  their  senses  and  decreased  ability  to  react 
to  environmental  hazards.  In  addition,  preexisting  medical 
conditions  often  complicate  injury  management  in  terms  of 
care  and  resource  allocations.  The  health  care  system  of  the 
future  must  be  prepared  to  care  for  geriatric  patients  involved 
in  multiple  trauma.1 

Case  Reports 

Case  1.  A 78-year-old  male  pedestrian  struck  by  a car 
was  transported  by  ambulance  to  the  Presley  Regional  Trauma 
Center  20  minutes  after  the  injury.  Upon  presentation  he  had 
a heart  rate  of  78/min,  systolic  blood  pressure  1 10  mm  Hg, 
and  respiratory  rate  18/min.  His  Glascow  Coma  Scale  was 
1 5 and  his  Trauma  Score  was  1 6.  He  had  abrasions  about  the 
face,  crepitus  over  the  left  anterior  chest,  and  decreased  breath 
sounds  on  the  left.  His  abdomen  was  soft,  with  suprapubic 
tenderness.  His  pelvis  was  unstable  to  lateral  compression 
and  painful  to  palpation  on  the  right  side.  Rectal  examina- 
tion was  heme-negative  with  normal  tone  and  prostate  posi- 
tion. He  had  a deformity  of  the  left  arm  and  right  thigh,  but 
all  distal  pulses  were  intact  and  the  neurologic  examination 
was  normal.  A chest  x-ray  revealed  a pneumothorax,  for  which 
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a 36  French  chest  tube  was  placed.  The  pelvic  x-ray  revealed 
right  superior  and  inferior  pubic  rami  fractures  and  a right 
sacroiliac  joint  separation.  Cervical  spine  x-rays  were  nor- 
mal. Additional  films  confirmed  a right  femur  and  left  hu- 
merus fracture.  His  hematocrit  was  28%,  arterial  blood  pH 
7.28,  Pco2  38  mm  Hg,  Po,  1 10  mm  Hg,  and  bicarbonate  20 
mEq/L.  There  was  a base  deficit  of  8.0;  urinalysis  was  nor- 
mal. Resuscitation  consisted  of  2 liters  of  crystalloid  and  4 
units  of  packed  red  blood  cells  (PRBCs).  A pulmonary  arte- 
rial (PA)  catheter  and  arterial  line  were  placed.  His  initial  CO 
was  4.2  L/min,  pulmonary  capillary  wedge  pressure  (PCWP) 
8 mm  Hg,  and  SVO,  52%. 

The  patient’s  workup  included  an  abdominal/pelvic  CT 
scan,  which  was  normal  except  for  a large  retroperitoneal 
hematoma  associated  with  his  pelvic  fracture.  Despite  trans- 
fusion his  hematocrit  remained  at  30%.  A pelvic  external 
fixator  was  placed  while  the  patient  was  still  in  the  resuscita- 
tion room.  Resuscitation  was  continued  with  PRBCs,  FFP, 
and  crystalloid  to  maximize  tissue  perfusion.  Post-resuscita- 
tion hemodynamics  showed  a CO  of  6.8  L/min,  PCWP  15 
mm  Hg,  SVO,  68%,  and  hematocrit  35%.  He  was  taken  to 
the  operating  room  eight  hours  after  admission  for  stabiliza- 
tion of  his  right  femur.  His  left  humerus  fracture  was  treated 
with  a cast.  The  patient  tolerated  these  procedures  without 
difficulty.  He  remained  in  the  trauma  ICU  for  21  days  due  to 
an  episode  of  pneumonia  and  ventilator  dependence.  He  was 
ultimately  transferred  to  the  ward  where  he  convalesced  an- 
other two  weeks.  After  two  months  in  rehabilitation  he  re- 
turned home  at  his  previous  functional  level. 

Case  2.  An  84-year-old  woman  was  transferred  to  the 
Presley  Regional  Trauma  Center  from  an  outside  hospital  six 
hours  after  falling  down  a flight  of  steps  outside  her  back 
door.  She  had  been  found  outside  three  to  four  hours  after 
the  fall.  Her  systolic  blood  pressure  was  70  mm  Hg  and  her 
temperature  was  88°F  at  the  outside  hospital.  Upon  arrival 
at  the  trauma  center  she  was  awake  with  a Glascow  Coma 
Scale  of  15,  heart  rate  98/min,  systolic  blood  pressure  100 
mm  Hg,  respiratory  rate  12/min,  and  temperature  92°F.  Her 
Trauma  Score  was  16.  Physical  examination  revealed  soft 
tissue  damage  to  the  face  on  the  left,  but  her  head,  neck. 
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chest,  and  abdomen  were  unremarkable.  Her  left  wrist  was 
deformed,  with  a wound  over  the  area.  The  right  arm  had  a 
large  soft  tissue  defect,  and  her  right  thigh  had  a deformity 
suspicious  for  a femur  fracture.  Her  chest,  pelvic,  and  cervi- 
cal spine  x-rays  were  all  within  normal  limits.  Additional 
films  confirmed  a right  femur  fracture  and  fractures  of  both 
bones  of  the  left  forearm.  A head  CT  scan  and  a CT  scan  of 
her  chest,  abdomen,  and  pelvis  were  normal.  Her  hematocrit 
was  25%,  with  normal  electrolytes,  and  an  arterial  blood  gas 
analysis  showed  a pH  of  7.30,  Pco,  40  mm  Hg,  Po,  90  mm 
Hg,  bicarbonate  22  mEq/L,  and  base  deficit  of  6.2.  She  re- 
ceived 4 units  of  PRBCs  and  crystalloid  resuscitation.  In  the 
operating  room,  devitalized  tissue  was  debrided  from  her  right 
upper  arm,  fixation  of  her  left  wrist  fracture  was  performed, 
and  the  femur  fracture  was  treated  with  traction.  She  was 
taken  to  the  trauma  ICU  where  resuscitation  continued  and 
monitoring  was  carried  out  with  a PA  catheter  and  arterial 
line.  The  patient’s  initial  CO  was  2.2  L/min,  PCWP  18  mm 
Hg,  and  SVO,  48%.  She  received  an  additional  2 units  of 
PRBCs  to  raise  her  hematocrit  to  35%.  Subsequent  CO  was 
3.0  L/min,  PCWP  22  mm  Hg,  SVR  1850,  and  SVO,  50%. 
Sequential  attempts  at  optimizing  CO  and  SVO,  were  made 
using  volume  and  inotropes.  Despite  these  measures,  CO  re- 
mained fixed.  Progressive  hypotension  ensued,  and  the  pa- 
tient suffered  cardiac  arrest  36  hours  after  admission.  Her 
family  requested  that  she  not  be  resuscitated. 

Discussion 

The  care  of  the  geriatric  trauma  patient  will  be  more  com- 
plex in  the  future  as  the  geriatric  population  changes.  In  a 
study  from  the  Washington  Hospital  Center  group,  the  eld- 
erly have  been  shown  to  have  a higher  mortality  rate  than 
that  of  a younger  cohort  for  all  mechanisms  of  injury,  and  all 
levels  of  injury  severity.3  Comparative  mortality  rates  for 
patients  >65  and  <65  years  old  for  falls  was  1 1 .7%  vs.  6.0%, 
motor  vehicle  crashes  20.7%  vs.  9.6%,  and  pedestrian  inju- 
ries 32.6%  vs.  13.5%.  The  mortality  rate  was  higher  for  the 
>65  group  than  for  the  <65  group  when  they  were  stratified 
according  to  their  injury  severity  score  (ISS).  For  example, 
at  the  ISS  range  of  25  to  34  the  mortality  in  the  >65  group 
was  48%  vs.  17.5%  for  the  <65  group,  and  for  the  ISS  range 
of  35  to  44  the  mortality  was  61.1%  vs.  25.8%. 

To  optimize  care  of  the  geriatric  trauma  patient  a number 
of  management  principles  must  be  considered.  Elderly  pa- 
tients will  have  decreased  physiologic  reserve  and  may  have 
preexisting  medical  conditions  that  make  their  management 
challenging.  To  this  end,  rapid  assessment,  referral  to  spe- 
cialized trauma  centers,  early  invasive  hemodynamic  moni- 
toring, and  vigorous  resuscitation  can  only  serve  to  maxi- 
mize their  initial  care.  Subsequent  attention  to  potential 
complications  and  meticulous  supportive  care  can  then  im- 
prove long-term  survival. 
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The  physiologic  systems  of  the  elderly  often  lack  adequate 
reserve  to  respond  to  a stressful  insult.1  Atherosclerotic  coro- 
nary artery  disease  and  changes  in  pulmonary  elasticity  as- 
sociated with  aging  contribute  to  loss  of  cardiac  and  pulmo- 
nary reserve.  The  decreased  ability  of  the  kidneys  to  handle 
fluid  and  electrolyte  shifts  during  resuscitation  can  compound 
cardiopulmonary  complications.  Additionally,  elderly  pa- 
tients’ medical  conditions  often  require  medications  that  al- 
ter physiologic  response  to  injury.  For  example,  the  patient 
in  case  1 was  found  to  be  taking  a beta-blocker  for  hyperten- 
sion, inhibiting  his  ability  to  mount  a tachycardic  response 
to  injury.  The  patient  in  case  2 had  a history  of  severe  con- 
gestive heart  failure  and  was  found  to  have  a fixed  CO  de- 
spite attempts  at  manipulating  her  Frank-Starling  curve.  An 
understanding  of  these  altered  responses  is  necessary  for 
proper  care  of  these  patients.  The  elderly  patient’s  prehospital 
care  should  include  rapid  assessment  and  transport  to  an  ap- 
propriate facility.  Specialized  trauma  centers  may  be  uniquely 
qualified  to  manage  this  complicated  population.3 

Assessment  is  further  complicated  by  the  difficulty  in  pre- 
dicting the  prognosis  of  the  elderly  patient.  The  Trauma  Score 
(TS)  can  be  used  to  assess  physiologic  status.  In  general,  it  is 
useful  in  determining  the  need  for  transfer  to  a trauma  center 
and  in  predicting  outcome.  A higher  TS  predicts  a better  prog- 
nosis. This  correlation,  however,  is  not  seen  in  elderly  pa- 
tients.3 In  our  case  examples,  the  TS  values  were  high  de- 
spite both  patients  having  severe  injuries  usually  associated 
with  shock  and  high  mortality.  Two  major  limitations  of  the 
TS  in  evaluating  injury  severity  in  the  elderly  become  appar- 
ent when  the  categorization  of  systolic  blood  pressure  and 
respiratory  rate  is  reviewed.  The  systolic  blood  pressure  must 
fall  below  90  before  altering  the  TS.  A systolic  blood  pres- 
sure of  90  may  not  provide  adequate  perfusion  for  the  eld- 
erly patient  who  may  be  normally  hypertensive.  Similarly,  a 
simple  measure  of  the  respiratory  rate  may  inadequately  pre- 
dict respiratory  failure  in  the  elderly.  An  alternative  predic- 
tor, the  ISS,  has  proved  to  be  a reasonable  indicator  of  injury 
severity  and  outcome  in  the  older  population.3  Unfortunately, 
complexity  in  calculating  the  ISS  precludes  its  use  in  rapid 
assessment  and  triage. 

Resuscitation  should  be  carried  out  using  familiar  end 
points  of  tissue  perfusion,  such  as  a resolving  base  deficit, 
normalizing  lactate  acid  levels,  and  SVO,.  The  elderly  pa- 
tient benefits  from  early  hemodynamic  monitoring.  Scalea 
et  al4  compared  patients  who  had  “delayed”  hemodynamic 
monitoring  with  a PA  catheter  and  arterial  line  (mean  time  of 
5.5  hours  from  admission)  to  those  treated  with  “early”  moni- 
toring (mean  time  of  2.2  hours  from  admission).  All  patients 
had  hemodynamic  status  optimized  with  volume,  inotropes, 
and  afterload  reduction  as  needed.  Survival  in  the  “delayed” 
monitored  group  was  7%,  as  compared  to  53%  in  those  who 
were  monitored  “early.”  Early  placement  of  a PA  catheter 
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and  arterial  line  clearly  benefits  the  elderly  patient,  who  may 
seem  misleadingly  stable  when  vital  signs  alone  are  used. 
The  initial  case  scenario  illustrates  this  phenomenon,  as  early 
monitoring  revealed  evidence  of  low  filling  pressures  and 
poor  tissue  perfusion  despite  “normal”  vital  signs.  The  infor- 
mation obtained  from  the  pulmonary  artery  catheter  signifi- 
cantly altered  management,  and  reduced  the  time  to  improve 
perfusion.  On  the  other  hand,  the  second  case  was  not  guided 
by  early  hemodynamic  monitoring  due  to  a delayed  presen- 
tation. If  early  monitoring  had  been  possible,  the  patient 
might  have  benefited  from  earlier  resuscitation  and  inotro- 
pic support. 

Following  the  resuscitation  phase,  the  elderly  patient  re- 
quires vigorous  supportive  care.  Aggressive  measures  to  pre- 
; vent  avoidable  complications  may  improve  survival  in  eld- 
erly trauma  victims.5  Many  studies  have  shown  mortality  to 

I be  higher  in  the  elderly  trauma  patient  than  in  a similarly 
injured  younger  patient. ‘,3'6'7  The  older  patient  often  has  longer 
ICU  and  hospital  lengths  of  stay  and  dies  “late”  from  mul- 
tiple organ  dysfunction.  In  a study  by  Finelli  et  al,3  the  mean 
length  of  stay  for  the  >65  group  was  twice  that  of  the  <65 
group,  14  vs.  7 days.  In  another  study  by  Pellicane  et  al,5 
preventable  complications  contributed  to  32%  of  all  trauma- 
related  deaths  in  the  elderly,  62%  of  which  were  from  mul- 
tiple organ  dysfunction.  These  complications  included  aspi- 
ration of  tube  feedings,  inappropriate  extubation,  fat  embo- 
lism, and  renal  failure.  In  a study  by  Smith  et  al,6  mortality  in 
elderly  trauma  patients  was  found  to  correlate  directly  with 
the  number  of  complications.  With  one  complication,  mor- 
tality was  8.6%,  and  30%  with  more  than  one.  Clearly,  ag- 
gressive efforts  to  prevent  complications  are  critical. 

Prevention  of  complications  begins  with  early  monitor- 
ing of  hemodynamics  and  appropriate  resuscitation  to  im- 
prove tissue  perfusion  to  decrease  the  risk  of  organ  failure. 
Respiratory  therapy  to  reduce  pulmonary  complications  and 
DVT  prophylaxis  to  reduce  the  chance  of  pulmonary  embolus 
should  be  standard  measures.  Early  fixation  of  fractures  may 
help  reduce  the  risk  of  fat  embolism  and  allow  early  mobili- 
zation. Nutritional  support,  while  important,  requires  careful 
attention  to  tube  feedings  to  reduce  the  risk  of  aspiration. 

The  goal  of  the  trauma  care  provider  should  be  to  care  for 
the  patient  in  such  a way  as  to  allow  maximum  recovery.  A 
large  number  of  the  geriatric  trauma  patients  who  do  survive 
may  return  to  their  previous  functional  level.  In  a study  done 
at  the  Mayo  Clinic,  over  50%  of  the  elderly  trauma  patients 
were  discharged  to  home  and  75%  remained  at  home  at  long- 
term follow-up  of  12  months  (6-18  months).8  The  majority 
of  these  patients  (68%)  rated  their  health  as  excellent,  with 
49%  back  to  their  normal  level  of  activity. 

In  summary,  to  achieve  maximum  recovery  the  geriatric 
trauma  patient  requires  rapid  assessment  and  transport  to  an 
appropriate  trauma  center,  followed  by  aggressive  resuscita- 


tion with  early  hemodynamic  monitoring  to  guide  therapy. 
Meticulous  attention  to  details  to  decrease  the  complication 
rates  in  the  geriatric  trauma  patient  may  increase  survival. 
Care  is  at  a higher  cost  in  the  elderly  partially  because  of 
longer  hospital  and  ICU  lengths  of  stay.  Despite  these  higher 
costs,  reimbursement  has  been  shown  to  be  inadequate.8 
Trauma  care  providers  must  document  the  reasons  for  higher 
costs  of  care  in  the  elderly,  so  that  reimbursement  can  be 
adjusted  and  quality  of  care  maintained. □ 
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Vanderbilt  Morning  Report 

A Potentially  Fatal  Drug  Reaction 


Case  Report 

A 50-year-old  black  man  with  a history  of  complex  par- 
tial seizures  since  childhood,  hypothyroidism,  and  ulcera- 
tive colitis  presented  himself  to  the  Vanderbilt  Primary  Care 
Medicine  Clinic  complaining  of  fever,  rash,  nausea,  and 
anorexia.  His  seizure  disorder  had  been  well-controlled  with 
phenobarbital  and  phenytoin  until  1 8 months  ago,  when  these 
were  discontinued  and  carbamazepine  was  started  because 
of  breakthrough  seizures.  After  several  months,  the  patient 
developed  pancytopenia  and  an  exfoliative  dermatitis  that 
resolved  after  carbamazepine  was  discontinued.  Valproic  acid 
was  then  prescribed,  but  it  was  discontinued  six  weeks  be- 
fore his  current  presentation  because  of  poor  seizure  control, 
and  phenytoin  was  reinstituted.  Three  weeks  later,  he  noted 
patches  of  non-tender,  non-pruritic  erythema  on  his  upper 
and  lower  extremities  distally,  which  gradually  progressed 
proximally.  A serum  phenytoin  level  one  week  before  his 
clinic  visit  was  39.5  |xg/ml,  so  that  administration  of  the  drug 
was  suspended.  He  developed  daily  fevers  to  103°F,  nausea, 
decreased  appetite,  and  dark  urine  over  the  three  days  prior 
to  his  clinic  visit.  His  other  medications  included  levothy- 
roxine  and  acetaminophen,  which  he  was  taking  at  a dose  of 
about  2 gm/day.  He  denied  use  of  alcohol  or  illicit  drugs. 

His  temperature  was  100.6°F,  blood  pressure  130/76  mm 
Hg,  heart  rate  140/min,  and  respiratory  rate  18/min.  His  mu- 
cous membranes  were  dry  and  skin  turgor  was  poor.  His 
sclerae  were  anicteric.  There  was  diffuse,  non-tender 
erythroderma  involving  the  arms,  legs  and  trunk,  with  des- 
quamation of  the  palms,  soles  and  lips,  and  numerous  4-mm 
white  vesicles  over  the  involved  areas.  There  was  moderate 
periorbital  and  perioral  edema.  Lungs  were  clear  to  ausculta- 
tion and  heart  sounds  were  regular  and  tachycardic  without 
murmur.  His  abdomen  was  soft,  with  mild  right  upper  quad- 
rant tenderness.  The  liver  edge  was  not  palpable.  Shotty  in- 
guinal adenopathy  was  present  bilaterally. 

Laboratory  evaluation  revealed  a WBC  count  of  12,700/ 
cu  mm,  with  9%  eosinophils,  1 3%  atypical  lymphocytes,  and 
a hematocrit  of  37%.  Total  bilirubin  was  3.5  mg/dl,  SGOT 
49  IU/L,  alkaline  phosphatase  418  IU/L,  albumin  3.1  gm/dl 
and  prothrombin  time  15  seconds,  with  INR  of  1.3.  Despite 
discontinuation  of  the  drug  six  days  earlier,  a serum  phenytoin 
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level  was  15.4  p,g/ml.  A skin  biopsy  revealed  a superficial 
dermal  lichenoid  inflammatory  infiltrate  with  many  eosino- 
phils. He  was  admitted  to  the  hospital  for  intravenous  fluid 
resuscitation  and  skin  care.  Cultures  of  the  blood,  urine,  and 
sputum  showed  no  growth.  Over  the  subsequent  two  weeks 
he  had  progression  of  his  skin  and  liver  injury,  and  he  contin- 
ues to  receive  in-hospital  supportive  care  at  this  writing. 

Discussion 

Phenytoin  hypersensitivity  syndrome  is  a potentially  le- 
thal drug  side  effect  that  has  been  estimated  to  occur  once  in 
1,000  to  10,000  exposures.1  The  phenytoin  syndrome  was 
first  described  in  a case  report  by  Chaiken  and  colleagues2  in 
1 950.  Today,  the  preferred  term  for  this  entity  is  anticonvulsant 
hypersensitivity  syndrome  (AHS),  as  it  has  been  recognized 
that  other  arene  oxide-producing  anticonvulsants  such  as 
carbamazepine  and  phenobarbital  can  also  produce  the  char- 
acteristic signs  and  symptoms. 

The  triad  of  fever,  rash,  and  adenopathy  during  anti- 
convulsant use  should  raise  clinical  suspicion  of  the  diagno- 
sis. Fever  is  almost  always  present,  and  may  persist  for  sev- 
eral weeks  after  discontinuation  of  the  medication.  Hepatitis, 
hematologic  abnormalities  (leukocytosis  with  atypical  lym- 
phocytes, eosinophilia,  or  Coombs-negative  hemolytic  ane- 
mia), or  multiorgan-system  involvement  have  been  reported 
in  50%  to  60%  of  cases.1  Periorbital  edema,  arthralgia, 
myalgia,  and  pharyngitis  can  be  seen  less  frequently,  and  in- 
terstitial pneumonitis,  interstitial  nephritis,  and  rhabdo- 
myolysis  have  also  been  reported.  Onset  of  symptoms  typi- 
cally occurs  within  90  days  of  initiating  therapy,  most  often 
in  the  first  month. 

The  rash  typically  begins  as  patchy  areas  of  erythema  that 
become  pruritic  and  can  coalesce  into  an  exfoliative 
erythroderma.  Sterile  pustule  formation  may  follow,  and  des- 
quamation occurs  as  the  rash  resolves.  Skin  biopsy  usually 
reveals  a dense,  superficial,  perivascular  lymphocytic  infil- 
trate with  varying  degrees  of  edema.  Erythema  multiforme 
and  toxic  epidermal  necrolysis  are  uncommon,  but  may  oc- 
cur. The  rash  is  often  accompanied  by  localized  or  gener- 
alized lymphadenopathy.  Although  benign  lymphoid  hyper- 
plasia is  usually  found  histologically,  atypical  hyperplasia 
with  loss  of  normal  nodal  architecture  and  abnormal  cells 
with  frequent  mitotic  figures  can  be  seen.  It  is  termed  pseudo- 
lymphoma, and  resolves  following  discontinuation  of  the 
drug.3 
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There  does  not  appear  to  be  an  age  or  gender  predilection 
for  development  of  AHS,  although  the  incidence  of  severe 
reactions  is  highest  in  elderly  black  men.  Fatal  outcomes  are 
most  often  associated  with  hepatic  failure,  as  overall  mortal- 
ity is  18%  to  40%  when  the  liver  is  involved.1  Inadvertent 
drug  rechallenge  in  patients  with  phenytoin  hepatitis  is  often 
lethal. 

The  pathophysiology  behind  AHS  remains  unclear.  Evi- 
dence suggesting  the  role  of  an  allergic  hypersensitivity  re- 
action includes  the  need  for  an  induction  period  after  initial 
exposure  but  not  on  rechallenge,  as  well  as  the  lack  of  a lin- 
ear relationship  between  dosage  or  serum  levels  and  symp- 
tom development/  Circulating  anti-phenytoin  antibodies  have 
been  identified  in  some  patients,  but  their  role  in  the  syn- 
drome is  not  established.  Alteration  of  lymphocyte  “self’  rec- 
ognition due  to  the  binding  of  phenytoin  has  also  been  im- 
plicated. Epoxide  hydrolase  is  an  enzyme  that  detoxifies 
arene  oxides  produced  by  the  metabolism  of  phenytoin,  car- 
bamazepine,  and  phenobarbital,  and  work  by  Spielberg  and 
colleagues4  suggests  that  a mutation  in  the  gene  encoding 
this  protein  may  be  responsible  for  development  of  the  syn- 


drome. In-vitro  testing  by  the  same  group  suggests  that  sib- 
lings of  patients  with  AHS  are  also  at  increased  risk  for  the 
disorder. 

Recognition  of  the  syndrome  and  prompt  discontinuation 
of  the  suspected  drug  are  essential.  Arene  oxide-producing 
anticonvulsants  should  be  avoided  in  these  patients.  Valproic 
acid  is  an  acceptable  alternative,  although  its  hepatic  metabo- 
lism limits  its  use  in  the  acute  or  convalescent  phase  of  the 
illness.  Gabapentin  or  lamotrigine  may  be  useful  drugs  for 
seizure  control  in  AHS  patients,  and  clinical  trials  of  their 
use  as  monotherapy  are  underway.  Supportive  care  is  the 
cornerstone  of  therapy  for  AHS,  and  includes  fluid  resuscita- 
tion, topical  corticosteroids,  and  skin  care.  Systemic  corti- 
costeroids do  not  seem  to  improve  overall  outcome. '□ 

References 

1.  Vittorio  CC,  Muglia  JJ:  Anticonvulsant  hypersensitivity  syndrome.  Arch  Intern  Med  155:2285- 
2290,  1995. 

2.  Chaiken  BH,  Goldberg  BI,  Segal  JP:  Dilantin  hypersensitivity:  report  of  a case  of  hepatitis 
with  jaundice,  pyrexia,  and  exfoliative  dermatitis.  N Engl  J Med  242:897-898,  1950. 

3.  Silverman  AK,  Fairley  J,  Wong  RC:  Cutaneous  and  immunologic  reactions  to  phenytoin.  J 
Am  Acad  Dermatol  18:721-741,  1988.^ 

4.  Spielberg  SP,  Gordon  GB,  Blake  DA,  et  al:  Predisposition  to  phenytoin  hepatotoxicity  as- 
sessed in  vitro.  N Engl  J Med  305:722-727,  1981. 


I CSW»»r  VWV  to  SfkM' 


When  your  waiting  room  looks  like  this, 
you  respond  to  a different  kind  of  call. 

The  kind  that  mates  your  heartbeat 
cfuicken.  And  tets  you  stand  proud.  The 
call  of  duty. 

You  can  answer  America's  need,  today, 
as  a physician  and  an  officer  in  She  Air 
Force  Reserve.  No  matter  how  busy 
you  are,  you’ll  find  time  to  participate.  No 
matter  how  fuil  your  life  is.  you’ii  find  the 
adventure  amazing, 

Ffetum  the  cail  to  serve  your  country,  by 
casing  the  Reserve  office  nearest  you 
today.  We  i!  be  waiting. 

25-601-0011 


Call  today! 

Sacramento  Celif.  1-800-253-6189 
Atlanta.  Ga.  1-600624-5293 
Austin,  Texas  i-600633^1388 
Youngstown,  Ohio  1-900-246-9098 


Tennessee  Medicine  ~ August , 1996 


295 


Practicing  Medicine 


Preventive  Medicine  Series 


Avoiding  Problems  Prescribing  to 
Older  Patients 

Rebecca  J.  Beyth,  MD  and  Ronald  I.  Shorr,  MI).  MS 


Although  persons  aged  65  and  older  comprise  only  12% 
of  the  United  States  population,  they  are  the  recipients  of 
one-third  of  all  prescription  drugs  and  take  more  than  one- 
half  of  all  over-the-counter  medicines.1,2  More  than  80%  of 
all  older  people  take  at  least  one  medication  daily.  With  the 
increasing  number  of  patients  surviving  to  older  ages  and 
accounting  for  such  a large  proportion  of  drug  use,  health 
care  providers  need  an  understanding  of  the  risks,  benefits, 
and  consequences  of  drug  therapy  in  older  patients.  In  this 
review,  we  will  focus  on  giving  practical  suggestions  for  pre- 
scribing drugs  for  the  older  patient. 

Clinical  Pharmacology 

The  physiologic  changes  that  accompany  aging  affect  the 
pharmacologic  processes  of  distribution,  metabolism,  and  ex- 
cretion. The  absorption  of  drugs,  which  occurs  mainly  by 
passive  diffusion,  is  altered  more  by  concomitant  adminis- 
tration of  other  medications  than  by  physiologic  changes  re- 
lated to  aging.  For  example,  antacids  decrease  the  oral  ab- 
sorption of  cimetidine,  and  alcohol  accelerates  the  absorption 
of  chloral  hydrate. 

Distribution.  Age  affects  drug  distribution  in  several  clini- 
cally important  ways.  For  example,  the  relative  increase  in 
body  fat  and  the  decrease  in  lean  body  mass  associated  with 
aging  causes  fat-soluble  drugs  to  be  distributed  more  widely 
and  water-soluble  drugs  less  widely3  (Table  1).  The  increased 
distribution  of  fat-soluble  drugs  can  delay  elimination  and 
may  cause  a prolonged  duration  of  action  of  a single  dose. 
This  is  especially  important  for  drugs  such  as  hypnotics  and 
analgesics,  which  are  given  in  intermittent  single  doses.  For 
example,  the  volume  of  distribution  of  diazepam  is  increased 
almost  two-fold  in  older  patients,  and  its  elimination  half- 
life  is  prolonged  from  24  hours  in  young  patients  to  approxi- 
mately 90  hours  in  older  patients.  In  contrast,  the  volume  of 
distribution  of  water-soluble  compounds  such  as  digoxin  is 
decreased  in  older  patients,  thereby  lowering  the  dose  required 
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to  reach  a target  plasma  concentration.  The  decreased  vol- 
ume of  distribution  also  lowers  the  loading  dose  of  amino- 
glycosides for  older  patients. 

Protein  Binding.  For  drugs  that  bind  to  serum  proteins, 
there  is  an  equilibrium  between  the  bound  (or  ineffective) 
proportion  and  the  unbound  (or  effective)  proportion.  For 
acidic  drugs  that  are  highly  bound  to  albumin,  the  free  plasma 
concentrations  may  correlate  best  with  pharmacologic  effect. 
Although  albumin  levels  decrease  only  slightly  with  age,  they 
do  tend  to  decrease  during  periods  of  illnesses.4  This  can  re- 
sult in  elevated  levels  of  free  drugs  for  older  persons  during 
episodes  of  illness  with  an  increased  potential  for  toxicity. 
These  changes  can  be  significant  for  drugs  such  as  thyroid 
hormone,  digoxin,  warfarin,  and  phenytoin. 

Metabolism.  The  liver  is  the  primary  site  of  drug  metabo- 
lism. There  is  significant  decline  in  liver  blood  flow  with  age, 
with  reductions  of  25%  to  47%  reported  in  persons  between 
the  ages  of  25  and  90. 5 This  decrease  in  hepatic  blood  flow  is 
clinically  important  because  hepatic  metabolism  is  the  rate- 
limiting  step  that  determines  the  clearance  of  most  metabo- 
lized drugs.  This  is  especially  relevant  for  drugs  that  undergo 
rapid  hepatic  metabolism  (e.g.,  propranolol).  Also,  drugs  that 
undergo  extensive  first-pass  metabolism  are  likely  to  reach 
higher  blood  levels  when  hepatic  blood  flow  is  decreased. 

The  liver  metabolizes  drugs  through  two  distinct  systems. 
Phase  I metabolism  involves  drug  oxidation  and  reduction 
and  is  catalyzed  primarily  by  the  cytochrome  P450  system  in 
the  smooth  endoplasmic  reticulum  of  hepatocytes.  Phase  I 
metabolism  undergoes  a substantial  decrease  in  activity  with 
age.  Drugs  that  are  metabolized  through  phase  I enzymatic 


TABLE  1 

VOLUME  OF  DISTRIBUTION  OF  COMMONLY  PRESCRIBED  DRUGS 


Increased  Volume 

Decreased  Volume* 

Acetaminophen 

Cimetidine 

Chlordiazepoxide 

Digoxin 

Diazepam 

Ethanol 

Oxazepam 

Gentamicin 

Prazosin 

Meperidine 

Salicylates 

Phenytoin 

Thiopental 

Quinine 

Tolbutamide 

Theophylline 

*if  the  volume  of  distribution  is  decreased,  drug  levels  tend  to  be  higher. 
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TABLE  2 


COMMONLY  PRESCRIBED  DRUGS  WITH  PROLONGED 
HEPATIC  METABOLISM  IN  THE  ELDERLY 


Acetaminophen 

Amitriptyline 

Barbiturates 

Chlordiazepoxide 

Diazepam 


Diphenhydramine  Meperidine 
Flurazepam  Nortriptyline 

Ibuprofen  Phenytoin 

Labetalol  Prazosin 

Lidocaine  Propranolol 


Quinidine 

Salicylates 

Theophylline 

Tolbutamide 

Warfarin 


activity  will  have  prolonged  half-lives  (Table  2).  Phase  II 
hepatic  metabolism  involves  the  conjugation  of  drugs  or  their 
metabolites  to  organic  substrates.  The  elimination  of  drugs 
that  undergo  phase  II  metabolism  by  conjugation  (e.g.,  acety- 
lation, glucouronidation,  sulfation,  and  glycine  conjugation) 
is  generally  altered  less  with  age.  Thus,  drugs  that  require 
only  phase  II  metabolism  for  excretion  (e.g.,  triazolam)  do 
not  have  a prolonged  half-life  in  older  people.  Other  drugs 
such  as  diazepam  undergo  both  phases  of  metabolism  and 
have  intermediately  active  metabolites. 

Excretion.  Drug  excretion  is  usually  mediated  by  the  kid- 
ney. Renal  function,  as  estimated  by  creatinine  clearance,  de- 
clines by  50%  from  age  25  to  85,  even  though  serum  creati- 
nine levels  remain  unchanged.  As  a result,  the  half-life  of 
renally  excreted  drugs  is  prolonged  and  serum  levels  of  these 
agents  are  increased.  For  drugs  with  large  therapeutic  indi- 
ces (e.g.,  penicillin),  this  is  of  little  clinical  importance;  for 
drugs  with  a narrower  therapeutic  index  (e.g,  digoxin, 
cimetidine,  aminoglycosides),  however,  side  effects  may  oc- 
cur in  older  patients  if  the  dose  is  not  reduced.  Thus,  it  is  not 
surprising  that  digoxin  is  the  drug  that  most  often  causes  side 
effects  in  the  elderly,  especially  when  doses  exceed  0.125 
mg  daily.6  7 To  further  define  dose  requirements,  drugs  with  a 
low  therapeutic  index  should  be  monitored. 


Pharmacodynamics.  In  addition  to  the  factors  that  deter- 


mine the  drug  concentration  at  the  site  of  action  (pharmaco- 
kinetics), the  effect  of  a drug  also  depends  on  the  target  organ 
sensitivity  to  the  drug  (pharmacodynamics).  Pharmacody- 
namics have  been  less  extensively  studied  than  pharmaco- 
kinetics in  older  patients.  Older  patients  seem  to  be  more  sensi- 
tive to  the  sedative  effects  of  given  blood  levels  of  benzodi- 
azepine drugs  (e.g.,  diazepam)s  and  less  sensitive  to  the  effects 
of  drugs  that  are  mediated  by  beta-adrenergic  receptors  (e.g., 
isoproterenol,  propranolol).9  Although  there  is  a suspected 


TABLE  3 

EXAMPLES  OF  ADVERSE  DRUG  REACTIONS 


Type  of  Drug 

Narcotics 

Aminoglycosides 

Anticholinergics 

Antiarrhythmics 

Diuretics 

Antipsychotics 

Sedative-hypnotics 


Common  Adverse  Reaction 

Constipation 

Renal  failure,  hearing  loss 

Dry  mouth,  constipation,  urinary  retention,  delirium 
Diarrhea  (quinidine);  urinary  retention  (disopyramide) 
Dehydration,  hyponatremia,  hypokalemia,  incontinence 
Delirium,  sedation,  hypotension,  extrapyramidal 
movement  disorders 

Excessive  sedation,  delirium,  gait  disturbances 


age-related  decline  in  hormone  receptor  affinity  or  number 
(e.g.,  beta-adrenergic  receptors),  definitive  data  demonstrat- 
ing such  an  alteration  are  sparse.  Other  possible  explanations 
offered  for  these  differences  are  alterations  in  second  mes- 
senger function,  as  well  as  cellular  and  nuclear  responses. 

Therapeutic  Risks: 

Special  Considerations  in  the  Elderly 

Compliance.  Noncompliance  with  drug  therapy  is  reported 
to  occur  in  one-third  to  one-half  of  older  patients.10  Approxi- 
mately one  in  five  prescriptions  is  not  filled,  and  between  one- 
third  and  two-thirds  of  patients  who  do  fill  prescriptions  do  not 
use  the  medications  as  intended  by  the  physician."  Noncom- 
pliance may  occur  anywhere  along  the  continuum  from  pre- 
scription (e.g.,  inability  to  pay  for  medications,  lack  of  trust  in 
the  physician  or  treatment  plan)  to  administration  (e.g.,  inabil- 
ity to  open  container),  but  the  most  important  predictor  of  non- 
compliance  is  the  number  of  medications  prescribed.  Older 
patients  can  have  adherence  rates  as  high  as  80%  to  90%  if 
they  are  given  clear  written  and  verbal  instructions,  a simple 
dosing  schedule,  and  fewer  medications.12  Serious  complica- 
tions can  arise  when  the  prescriber  incorrectly  assumes  that 
patients  have  been  compliant  with  therapy.  When  medication 
appears  to  be  ineffective,  prescribers  often  increase  the  dose 
of  a medication  or  prescribe  a more  powerful  drug.  A change 
in  circumstance,  such  as  increased  supervision  from  home 
nursing,  family,  or  hospitalization,  can  then  lead  to  toxicity. 

Knowledge  Base  of  Safety’  and  Efficacy.  Drug  therapy  in 
the  elderly  is  complicated  by  many  factors  that  are  unique  to 
this  age  group.  Multiple  comorbid  conditions,  environmen- 
tal conditions,  genetic  variation,  and  the  physiologic  effects 
of  aging  all  interact  to  affect  drug  disposition  in  the  elderly. 
Although  the  judicious  use  of  medications  can  profoundly 
reduce  the  mortality  and  morbidity  of  many  diseases  of  the 
elderly,  the  appropriate  use  of  medications  is  hampered  by 
the  lack  of  data.  There  have  been  little  data  on  how  age  af- 
fects the  sites  of  drug  action.  Likewise,  there  is  insufficient 
information  about  drug  disposition  and  response  in  the  very 
old,  i.e.,  those  over  85  years  of  age.  Although  older  patients 
are  often  the  intended  targets  of  new  drugs,  they  are  usually 
not  recruited  to  participate  in  clinical  drug  trials.  As  a result, 
extrapolations  on  dosage  and  possible  side  effects  may  or 
may  not  be  accurate  or  appropriate. 

Adverse  Drug  Reactions.  A recent  analysis1’  estimated  that 
drug-related  morbidity  and  mortality  cost  $76.6  billion  in  the 
United  States,  with  the  largest  component  of  this  total  cost 
being  drug-related  hospitalizations.  The  incidence  of  adverse 
drug  reactions  in  hospitalized  patients  increases  from  about 
10%  in  40-  to  50-year-old  patients,  to  25%  in  patients  older 
than  80  years  of  age.1415  In  1986,  51%  of  deaths  due  to  ad- 
verse drug  reactions  occurred  in  elderly  patients.  Reported 
rates  of  drug-related  hospital  admissions  have  ranged  from 
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2.3%  to  27. 3%. 16  Many  drugs  prescribed  for  older  patients 
have  the  potential  to  cause  life-threatening  or  disabling  ad- 
verse reactions  (Table  3).  Cardiovascular  and  psychotropic 
drugs  are  the  most  common  causes  of  serious  adverse  reac- 
tions in  the  elderly.  These  reactions  result  from  a combina- 
tion of  a narrow  therapeutic-toxic  window,  age-related 
changes  such  as  reduced  renal  excretion,  and  prolonged  du- 
ration of  action — all  of  which  predispose  the  older  patient  to 
adverse  reactions.  Adverse  drug  reactions  are  often  not  rec- 
ognized because  the  symptoms  are  nonspecific  or  mimic  other 
illnesses.  Often  another  drug  is  prescribed  to  treat  these  symp- 
toms, resulting  in  polypharmacy  and  increasing  the  likeli- 
hood of  an  adverse  drug  reaction. 

Prescribing  in  the  Nursing  Home 

Residents  in  nursing  homes,  the  frailest  of  all  the  elderly, 
are  prescribed  more  medications  than  their  noninstitutional- 
ized  peers.217  Nursing  home  residents  are  also  more  vulnerable 
because  frailty  and  dementia  may  preclude  their  participation 
in  decisions  about  medical  therapy.  Thus,  the  complex  medical 
conditions  and  institutional  environment  of  this  patient  popu- 
lation puts  it  at  greatly  increased  risk  for  adverse  drug  reactions 
and  polypharmacy.  Also,  sufficient  data  to  determine  the  ap- 
propriate use  of  medications  in  these  institutionalized  persons, 
as  well  as  the  risks  vs.  the  benefits  of  therapy,  are  lacking. 

More  recently,  federal  legislation  has  limited  the  use  of 
psychoactive  drugs  in  nursing  home  residents.  The  Nursing 
Home  Reform  Amendments  of  the  Omnibus  Budget  Recon- 
ciliation Act  (OBRA  ’ 87)  require  the  regulation  of  the  use  of 
psychoactive  medication  in  Medicare-  and  Medicaid-certi- 
fied nursing  homes.  Explicit  documentation  in  the  medical 
record  must  justify  the  need,  and  close  monitoring  and  peri- 
odic withdrawal  of  antipsychotic  medications  are  required.1819 
Guidelines  were  developed  and  implemented  for  antipsycho- 
tics,  anxiolytics,  and  sedatives.  Although  these  recent  regula- 
tory changes  have  had  some  impact,20  many  studies  indicate 
that  about  50%  of  all  nursing  home  residents  are  prescribed 
one  or  more  psychoactive  drugs.21,22 Despite  limited  data  to  sup- 
port its  effectiveness,  antipsychotic  medication  is  often  used  in 
the  treatment  of  agitation  in  older  dementia  patients.23  These 
drugs  are  known  to  be  associated  with  extrapyramidal  symp- 
toms, gait  instability,  falls,  and  hip  fractures.24,25  Likewise, 
the  use  of  benzodiazepines  to  treat  agitation,  especially  those 
with  a long  elimination  half-life,  is  associated  with  falls,  frac- 
tures, daytime  somnolence,  confusion,  and  ataxia.26"28 

Nonpharmacologic  interventions  may  often  be  as  effec- 
tive as  drugs  in  managing  some  of  the  behavior  seen  in  eld- 
erly nursing  home  residents.29"31  Examples  include  increased 
tolerance  from  staff  members  for  repetitious  requests,  espe- 
cially designed  facilities  to  accommodate  freedom  of  move- 
ment and  supervision,  personal  attention  and  support,  avoid- 
ance of  caffeine  at  night,  regular  exercise,  and  later  bedtimes. 


Conclusion 

It  is  important  for  health  care  providers  to  be  aware  of  the 
issues  involved  in  using  drug  therapy  in  older  patients  be- 
cause older  patients  are  the  ones  most  vulnerable  to  the  ad- 
verse effects  of  drugs.  Although  more  data  are  needed  to  guide 
clinical  decision-making  in  prescribing  drugs  to  older  pa- 
tients, some  simple  considerations  can  make  drug  use  safer 
and  more  effective:  ( 1 ) Define  the  illness  and  treatment  goals. 
(2)  Assure  compliance  or  adherence  before  adding  or  chang- 
ing medications.  (3)  Have  a low  threshold  of  suspicion  for 
drug  side  effects.  (4)  Primum  non  nocere  (first  do  no  harm). 
Careful,  compassionate  attention  to  these  factors  can  have  a 
profound  effect  on  improving  the  quality  of  life,  medication 
use,  and  the  overall  cost  of  health  care  in  this  vulnerable 
population. □ 
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31.  Avorn  J,  Soumerai  SB,  Everitt  DE,  et  al:  A randomized  trial  of  a program  to  reduce  the  use 
of  psychoaclive  drugs  in  nursing  homes.  N Eng!  J Med  327: 168,  1992. 
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Department  of  Health  Report 

Tobacco  Use:  Tennessee  Youths  at  Risk 


Cornelia  M.  Pearson,  RN,  MN 


As  the  leading  cause  of  preventable  disease  and  prema- 
ture death  in  the  United  States,  tobacco  use  is  a major  public 
health  problem.  Although  the  epidemic  of  disease  and  death 
from  smoking  is  played  out  in  adulthood,  it  begins  in  child- 
hood. Each  day  3,000  young  people,  an  estimated  60  of  whom 
are  Tennesseans,  become  regular  smokers.  One  out  of  three 
youths  who  become  addicted  to  nicotine  will  eventually  die 
as  a result  of  their  smoking  habit.1 

The  average  teenage  smoker  starts  smoking  at  141/2  years 
and  becomes  a daily  smoker  before  age  1 8.  According  to  the 
Centers  for  Disease  Control  and  Prevention’s  (CDC)  Youth 
Risk  Behavior  Survey,  Tennessee’s  teen  smoking  initiation 
rate  is  no  exception.  Of  those  Tennessee  high  school  students 
surveyed,  the  majority  smoked  their  first  cigarette  at  age  14 
or  below.  Of  these  students,  10%  to  13%  smoked  their  first 
whole  cigarette  before  the  age  of  9 years.  Smoking  initiation 
at  a young  age  increases  the  risk  of  severe  nicotine  addiction 
and  subsequent  heavy  smoking. 

Teens  who  smoke  are  three  times  more  likely  than  non- 
smokers  to  use  alcohol,  eight  times  more  likely  to  use  mari- 
juana, and  22  times  more  likely  to  use  cocaine.  In  fact,  sev- 
eral studies  have  shown  that  cigarette  smoking  and  alcohol 
use  generally  precede  marijuana  smoking  and  other  illegal 
drug  use.  Teen  smokeless  tobacco  users  are  more  likely  than 
nonusers  to  become  cigarette  smokers.  Smoking  is  also  as- 
sociated with  other  risky  behavior  such  as  carrying  weapons 
and  engaging  in  higher-risk  sexual  behavior.2 

Adolescents  tend  to  greatly  underestimate  the  likelihood 
that  they  will  become  addicted  to  tobacco  products.  While 
only  5%  of  daily  smokers  surveyed  in  high  school  said  they 
would  definitely  be  smoking  five  years  later,  close  to  75% 
were  smoking  seven  to  nine  years  later.  A 1 992  survey  found 
that  approximately  two  out  of  three  youths  who  smoked  said 
they  wanted  to  quit  and  70%  said  they  would  not  start  smok- 
ing if  they  could  have  a second  chance  to  make  that  choice.2 

It  is  difficult  for  youths  to  see  the  long-term  relationship 
between  tobacco  use  and  its  health  consequences.  Youths  who 
smoke  are  most  often  already  at  risk  due  to  low  socioeco- 
nomic status,  lack  of  parental  guidance,  low  level  of  aca- 
demic achievement  and  school  involvement,  low  self-esteem. 


From  the  Community  Health  Services  Section,  Tennessee 
Department  of  Health,  Nashville.  Ms.  Pearson  is  the  director  of 
the  Tobacco  Prevention  and  Control  Program. 


and  lack  of  self-sufficiency.  The  psychosocial  risk  factors  for 
the  initiation  of  tobacco  use  among  children  and  adolescents 
coupled  with  societal  complacence  regarding  tobacco  use  by 
youths  continues  to  lead  to  the  premature  death  of  more  than 
400,000  Americans  each  year.  In  Tennessee,  more  than  1 0,000 
adults  die  each  year  from  smoking-related  illnesses.  For  each 
of  these  deaths,  an  average  of  13  years  of  potential  life  is 
lost.  The  cost  of  direct  medical  care  related  to  smoking  in 
1990  in  Tennessee  was  greater  than  $782  million,  a large 
price  to  pay  for  preventable  illnesses  that  include  cancer,  heart, 
and  respiratory  diseases.4 

In  1994,  the  Tennessee  Legislature  passed  legislation 
strengthening  Tennessee’s  youth  access  law.  Businesses  that 
sell  cigarettes  to  minors  are  inspected  to  assure  that  single 
cigarettes  are  no  longer  sold  over  the  counter,  that  signs  are 
visible  stating  that  it  is  illegal  to  sell  tobacco  to  minors,  and 
vending  machines  are  placed  so  that  they  are  supervised  at 
all  times  or  accessible  only  by  token.  Based  on  national  fig- 
ures, it  is  estimated  that  in  ^pite  of  Tennessee’s  law,  Tennes- 
see children  under  18  years  of  age  consume  at  least  18  mil- 
lion packs  of  cigarettes  and  at  least  one-half  million  containers 
of  spit  tobacco  yearly.  According  to  data  from  CDC,  ciga- 
rette smoking  among  youths  in  Tennessee  is  close  to  9% 

FIGURE  1 
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higher  than  cigarette  smoking  among  adults.  The  data  also 
show  that  the  youth  smoking  rate  in  Tennessee  is  exceeded 
by  only  three  of  the  30  states  surveyed. 

The  1 995  Tennessee  Youth  Risk  Behavior  Survey  data  (Fig. 
1)  show  that  more  than  45%  of  high  school  students  who  smoke 
in  Tennessee  are  purchasing  cigarettes  either  across  the 
counter  from  retail  merchants  or  from  vending  machines.  Fig. 
2 shows  how  easy  it  is  for  high  school  students  to  purchase 
cigarettes  without  being  questioned  about  age.  Almost  70%  of 
respondents  who  use  cigarettes  were  able  to  purchase  them 
without  being  asked  for  proof  of  age.  Younger  teens  were  asked 
for  proof  of  age  less  often  than  youths  1 8 years  of  age  or  older. 

After  reviewing  the  current  data  on  youth  tobacco  use 
behavior,  it  becomes  obvious  that  Tennessee  will  not  reach 
the  national  Flealthy  People  2000  goal  for  youth  tobacco  use 
anytime  in  the  near  future.  This  goal  states  that  the  nation 
will  reduce  the  initiation  of  cigarette  smoking  by  children 
and  youths  so  that  no  more  than  15%  have  become  regular 
cigarette  smokers  by  age  20. 5 If  we  are  to  reach  this  goal, 
even  within  the  next  ten  years,  significant  action  must  be  taken 
by  stakeholders  across  the  state. 

A plethora  of  resources  is  available  to  assist  communities 
in  initiating  youth  access  prevention  activities.  Many  of  these 
are  free  and  easy  to  access.  Some  new  resources  that  are  be- 
ing utilized  in  Tennessee  are  listed  below: 

• A 26-minute  video  entitled  “Stop  the  Sale,  Prevent  the 
Addiction,”  was  released  early  in  1996  by  CDC’s  Office  on 
Smoking  and  Health.  The  video  underscores  the  magnitude 
of  the  problem  of  youth  tobacco  use  by  highlighting  some  of 
the  influences  that  lead  youths  to  use  tobacco.  It  also  fea- 
tures programs  that  are  working  to  prevent  tobacco  sales  to 
minors.  A facilitator’s  guide  accompanies  the  video.  A copy 
of  the  “Stop  the  Sale”  material  has  been  distributed  to  Par- 


FIGURE  2 
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ent- Teachers  Association  chapters  across  the  state. 

• The  “Performance  Edge,”  also  produced  by  the  Office 
on  Smoking  and  Health,  asks  young  people  to  say  “yes”  to 
peak  performance — in  sports,  in  class,  and  in  life — and  ex- 
plains how  tobacco,  alcohol,  and  other  drugs  can  negatively 
affect  the  things  that  youths  love.  This  package  includes  a 
fast-paced,  MTV-style  video,  a 14-page  magazine,  and  a 
leader’s  guide.  Every  public  school  in  Tennessee  with  grades 
6 through  1 2 has  received  a copy  of  the  “Performance  Edge.” 

• The  Tennessee  Department  of  Health  has  recently  com- 
pleted a “Youth  Tobacco  Use  Prevention  Guide  for  Retailers.” 
This  kit  is  designed  to  educate  retailers  about  their  responsi- 
bility in  reducing  the  sale  of  tobacco  products  to  minors. 
Materials  include  a 10-minute  video  highlighting  strategies 
for  refusing  to  sell  tobacco  products  to  minors  and  written 
guidelines  for  training  retail  employees  to  become  partners  in 
the  youth  sales  prevention  process.  Retail  education  kits  will 
be  distributed  to  tobacco  retailers  during  the  spring  of  1996. 

In  addition  to  resource  materials,  the  Tennessee  Depart- 
ment of  Health  supports  the  activities  of  the  Tennessee  Ac- 
tion Coalition  on  Tobacco  (TACT).  Organized  in  November 
1994,  TACT  is  composed  of  a diverse  group  of  individuals 
including  representation  from  schools,  voluntary  and  non- 
profit organizations,  business,  industry,  health  care  profes- 
sions, consumers,  and  minority  groups.  The  mission  of  TACT 
is  to  promote  programs  and  strategies  that  assist  Tennesseans 
to  reduce  the  adverse  impact  of  tobacco.  TACT  has  desig- 
nated 1996  as  the  “Year  of  Youth  Access  Prevention  in  Ten- 
nessee,” and  is  focusing  on  strategies  to  inform  the  public  of 
the  seriousness  of  the  youth  tobacco  use  problem. 

There  is  no  “quick  fix”  for  this  public  health  problem. 
Even  with  innovative  educational  strategies,  youths  will  con- 
tinue to  use  tobacco  products  as  long  as  they  are  easily  ac- 
cessible. Tennessee  youths  deserve  a lifetime  free  of  tobacco 
addiction.  For  them  to  succeed,  it  is  imperative  that  commu- 
nities find  innovative  ways  to  help  them  resist  the  pressure  to 
use  tobacco.  Youths  must  also  receive  the  strong  message 
during  the  early,  impressionable  years  that  tobacco  use  is  ad- 
dictive and  has  long-term  health  consequences. 

For  more  information  on  available  resources  or  how  to 
participate  in  TACT,  call  1 -800-293-TACT. □ 

Acknowledgments:  The  figures  were  prepared  by  Marilyn 
Ontiveros,  RNC,  MN,  Director,  School  Health  Program,  Maternal 
and  Child  Health  Services,  Tennessee  Department  of  Health. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greenville,  Nashville,  Memphis, 
Bolivar  and  Arlington.  Salary  potential  up  to  $140,000  based  on  specialty  and  experience. 
Preferred  specialty  in  Psychiatry,  Internal  Medicine,  or  Family  Practice,  will  consider  other 
specialties. 

SEND  RESUME  OR  CONTACT 

Mike  Flynn,  Superintendent 
*Clovcr  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-  5396 

Lee  Thomas,  Superintendent 
*Lakeshorc  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
FAX:  (423)  450-5203 

Max  Jackson,  Superintendent 
* Arlington  Developmental  Center 
1 1293  Mcmphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Russell  Vatter,  Superintendent 
*Moccasin  Bend  Mental  Health  Inst. 
100  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  265-2271 
FAX:  (423)  785-3333 

Stanley  Lipford,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

Highway  64  West 

Bolivar,  TM  38074 

Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Elizabeth  Littlefield,  Superintendent 
*Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
FAX  (901)  658-2783 

Robert  Erb,  Superintendent 
*Grccne  Valley  Developmental  Center 
P.O.Box  910^ 

Grecneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Elizabeth  Banks,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 
FAX:  (901)  543-6055 

Joe  Carobcnc,  Superintendent 
*Middlc  TN  Mental  Health  Institute 
22 1 Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  902-7532 
FAX:  (615)  902-7541 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
FAX:  (615)  741-4567 

These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults 
who  have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional 
liability  coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to 
salary,  academic  affiliations,  work  with  an  excellent  team  of  professionals,  and  financial 
assistance  with  job  interviews  and  relocation  expense. 
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TMA  Alliance  Report 


In  Memoriam 


Handrails  for  Membership 

Our  theme  across  Tennessee  this  year  is  “Handrails  for  Mem- 
bership.” They  are  as  follows: 

• We  can  renew  the  present  members — by  never  failing  to 
recognize  them  for  their  continued  support  of  the  Alliance,  by 
always  keeping  them  up  to  date  on  the  ever-changing  health 
care  issues  and  how  we  are  in  this  together! 

• We  can  recruit  new  members — they  are  tomorrow’s  lead- 
ers, nurture  them  and  watch  them  grow! 

• We  can  reactivate  the  old  members — by  telling  about  the 
excellent  benefits  of  belonging  to  the  Alliance  and  how  we  need 
their  support — capitalize  on  their  qualifications! 

• We  can  regain  the  drop-out  members — by  telling  them  how 
very  much  they  are  missed.  Explain  the  issues  of  current  legis- 
lation and  how  important  it  would  be  to  their  spouses’  profes- 
sion if  they  took  part  in  the  Alliance. 

• We  can  reach  out  and  grow — by  talking  to  the  resident 
physician  and  medical  students’  spouses.  Ask  them  to  come  and 
join  us  at  one  of  our  meetings  and  they  will  see  for  themselves 
how  easily  they  can  find  their  area  of  expertise. 

• We  can  retain  members — we  strive  for  the  same  goals, 
“Physicians’  spouses  dedicated  to  the  health  of  America.” 

These  are  “Handrails  for  Membership.”  It  is  up  to  us  to  put 
them  to  work. 

Society  has  dictated  the  current  trend  of  membership  in  or- 
ganizations across  the  country.  The  current  term,  “downsizing” 
is  only  elective  in  volunteer  groups.  We  are  not  the  only  organi- 
zation feeling  the  membership  crunch. 

We  must  turn  that  into  a plus-positive  by  making  our  organi- 
zation the  one  organization  that  the  physician’s  spouse  wants  to 
be  a part  of! 

Peggy  Larkin 

State  Membership  Chairman 


David  L.  McCroskey,  age  64.  Died  June  12,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Blount 
County  Medical  Society. 

William  M.  Tipton,  age  82.  Died  May  18,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Robert  H.  Cofer,  MD,  Cleveland 

NASHVILLE  ACADEMY  OF  MEDICINE 

Lawrence  A.  Klinsky,  MD,  Antioch 
Susan  E.  Mackey,  MD,  Nashville 
William  L.  Moore  Jr.,  MD,  Hendersonville 
Nancy  W.  Peacock,  MD,  Nashville 
Catherine  M.  Thornburg,  MD,  Nashville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Philip  T.  Timing,  MD,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Fred  M.  Furr,  MD,  Knoxville 
David  A.  Martin,  MD,  Knoxville 
Gregor y L.  Phelps,  MD,  Knoxville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Nancy  Y.  Blevins,  MD,  Livingston 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Timothy  R.  Bastin,  MD,  Gallatin 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  May,  1996.  This  list,  supplied 
by  the  AMA,  does  not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two,  or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of  Category  1;  for  the  two-year  award,  physicians  report  100  hours  of 
CME,  including  40  hours  of  Category  1;  for  the  three-year  award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1 . Each  application  for  the  PRA  must  also  verify  participation  in  Category  2 CME  activities. 


Irshad  A.  Ahmad,  MD,  Johnson  City 
George  F.  Bale,  MD,  Memphis 
B.  Daniel  Beaver,  MD,  Portland 
Michael  T.  Beckham,  MD,  Nashville 
Ziad  Blaik,  MD,  Johnson  City 
Mark  W.  Bookout,  MD,  Chattanooga 
James  W.  Bryant,  MD,  Memphis 
Cathy  M.  Chapman,  MD,  Cordova 
Lawrence  L.  Cohen,  MD,  Memphis 
Tommy  H.  Crunk,  MD,  Springfield 
Mary  S.  David,  MD,  Dyersburg 


Webb  J.  Earthman,  MD,  Nashville 
Stuart  A.  Frank,  MD,  Chattanooga 
Thaddeus  B.  Gaillard,  MD,  Germantown 
Michael  E.  Glasscock,  MD,  Nashville 
James  A.  Greene  MD,  Knoxville 
James  M.  Hudgins,  MD,  Hendersonville 
John  G.  Huff,  MD,  Nashville 
Stephen  M.  Kimbrough,  MD,  Johnson  City 
Albert  J.  Mitchum,  MD,  Clarksville 
Vernon  T.  Morehead,  MD,  Nashville 
Robert  L.  Neaderthal,  MD,  Nashville 


Roger  T.  Nelson,  MD,  Wildwood,  GA 
Henry > C.  Newsome,  MD,  Nashville 
Richard  A.  Obenour,  MD,  Knoxville 
Stanley  M.  Patterson,  MD,  Memphis 
Frederick  S.  Rayne,  MD,  Cookeville 
Harold  P.  Smith,  MD,  Nashville 
Brian  R.  Swenson,  MD,  Nashville 
Michael  C.  Trotter,  MD,  Memphis 
David  B.  Welch,  MD,  Johnson  City 
Lester  F.  Williams,  MD,  Nashville 
Charles  J.  Woodall,  MD,  Memphis 
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Personal  News 


McCarthy  DeMere,  MD,  Collierville,  a licensed  physician  and 
attorney,  has  been  elected  chancellor  general  of  the  National 
Society  of  the  Sons  of  the  American  Revolution,  the  highest 
legal  position  in  the  society. 

G.  Keith  Love  lady,  MD,  Manchester,  has  been  certified  as  a Dip- 
lomate  in  critical  care  medicine  by  the  American  Board  of  Inter- 
nal Medicine. 


Board  of  Medical  Examiners 


Minutes  - May,  1996 

Name:  Camran  G.  Adly,  MD  (Lafayette,  LA) 

Violation:  Disciplinary  action  taken  by  another  state. 
Action:  License  suspended;  assessed  civil  penalty  of  $100. 

Name:  James  P.  Gregory  II,  MD  (Nashville) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; failure  to  maintain  adequate  records  of  controlled  sub- 
stances; improper  prescribing  of  controlled  substances  that  were 
not  medically  justified  and  in  excessive  doses;  prescribing  con- 
trolled substances  to  an  addicted  person  without  making  a bona 
fide  effort  to  cure  his  habit. 

Action:  Per  agreed  order,  license  placed  on  probation  for  two 
years;  may  not  prescribe,  administer,  dispense,  order,  or  pos- 
sess Schedule  II  controlled  substances;  assessed  civil  penalties 
totaling  $3,750;  must  complete  additional  continuing  medical 
education  in  addictionology,  pharmacology,  and  chronic  pain 
management;  reprimanded. 

Name:  Mark  Grimsley,  MD  (Chattanooga) 

Violation:  Conviction  of  a felony;  unprofessional,  dishon- 
orable, or  unethical  conduct. 

Action:  Per  agreed  order,  license  revoked;  may  not  reapply 
for  licensure  under  any  circumstances  until  released  from  prison; 
assessed  civil  penalties  totaling  $2,000. 

Name:  William  A.  Holland  Jr.,  MD  (Chattanooga) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; drug  addiction;  arrested  for  driving  while  under  the  influ- 
ence of  hydrocodone. 

Action:  Per  agreed  order,  reprimanded;  must  complete  re- 
mainder of  contract  and  aftercare  outlined  by  Physician’s  As- 
sistance Program. 

Name:  Gerard  Mazza,  MD  (Cleveland) 

Violation:  Prescribing  anabolic  steroids  to  a person  known 
to  be  addicted  to  such;  unprofessional,  dishonorable,  or  unethi- 
cal conduct. 

Action:  Reprimanded. 

Name:  John  D.  Sherrill  III,  MD  (Bristol) 

Violation:  Refusal  to  release  medical  records. 

Action:  Assessed  civil  penalty  of  $500. 


CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician's  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Semiiiars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


Aug.  8-9  Endoscopic  Sinus  Surgery  and  Revision  Surgery  Workshop 

Aug.  15-16  1st  Clinical  Oncology  Symposium 

Sept.  25-28  Pulmonary/Critical  Care  Medicine — Destin,  Fla. 

Oct.  18-19  Laryngeal  Video  Endostroboscopy  Workshop 
Nov.  13-16  2nd  Neonatology  Symposium — Asheville,  N.C. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Aug.  17-22 
Sept.  19-20 

Sept.  6 
Sept.  15-17 
Oct.  11-12 

Oct.  13-16 
Oct.  18-19 
Oct.  28-30 
Nov.  6-8 
Nov.  15-16 
Dec.  3-5 
April  23-25 


Memphis 

Pharmacology  of  Thermoregulation 
28th  Conference  on  the  Mother,  Fetus,  and  Newborn 
Knoxville 

Hormone  Replacement  Conference 
Internal  Medicine  Conference — Gatlinburg 
Molecular  Genetics — Clinical  Applications  for  Pri- 
mary Care 

18th  Obstetric  Office  Ultrasound  Workshop 

1st  Pediatric  Trauma  Conference 

1 6th  Smoky  Mountains  Ob/Gyn  Seminar — Gatlinburg 

Advanced  Cardiac  Life  Support  Course 

New  Concepts  in  the  Treatment  of  Cardiac  Disorders 

Perinatal  Update  ’96 — Gatlinburg 

20th  Family  Practice  Update  & Review — Gatlinburg 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave..  Memphis.  TN  38163, 
Tel.  (901)448-5547. 
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EMERGENCY  MEDICINE  OPPORTUNITIES 


Tennessee 


E EH 


EH 


EH  E 


Paid  Malpractice  with  Extended 
Coverage 

Continuing  Medical  Education 
(Tuition  Free) 

Independent  Contractor  Status 
Discounted  Disability  Coverage 
(30%  Off  Premiums) 

No  Restrictive  Covenants  in 
Physician  Agreements 


Please  call  Sherri  Fischhaber 
at  800-874-4053 

HSTERL1NG 

HEALTHCARE  GROUP 


Looking  for  More  Balance  in  Your  Life? 


Team  Health  currently  has  Primary  Care  opportunities  for 
IM/FP  physicians  as  well  as  PA's  and  NP's  in  the  East 
Tennessee  area.  Our  Primary  Care  positions  have  regular  work 
hours  offering  you  the  perfect  balance  between  your  career 
and  your  personal  life. 

i 

Team  Health  combines  only  the  highest  quality  physicians, 
physician  assistants  and  nurse  practitioners  with  an  excellent 
support  staff  of  healthcare  professionals  dedicated  to 
providing  superior  service  in  the  communities  we  serve. 

Our  medical  professionals  enjoy  a wide  selection  of  practice 
situations;  health  insurance;  401K;  paid  vacation  and  sick  days, 

CME  and  paid  holidays. 

For  more  information  about  Primary  Care  opportunities 
with  Team  Health,  please  call  Terri  Hancock  at 

1-800-342-2898 

TEAM 

HEALTH 

T 


PATRIOT  INVESTMENT  MANAGEMENT 


CONSERVATIVE,  PROFESSIONAL, 

MONEY  MANAGEMENT 

SPECIALIZING  IN  NO-LOAD  MUTUAL  FUND  MANAGEMENT 
WITH  AN  EMPHASIS  ON  CAPITAL  PRESERVATION  AND 
SUPERIOR  RISK  ADJUSTED  RETURNS. 

FEE  ONLY  REGISTERED  INVESTMENT  ADVISORS 

MONEY  MANAGEMENT  FOR  INDIVIDUALS, 

401  (k)’s,  and  RETIREMENT  ACCOUNTS 
MEMBER,  NAPFA 

9111  Cross  Park  Drive,  Suite  D-253,  Knoxville,  TN  37923 

Phone:  800-539-2479 


Carolyn  Avery  & Associates,  Inc 


Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 


Nashville  Neuro-Pain  Corporation 


http://www.telalink.net/  ~ nnpc 


SPECIALIZING  IN  NEURO  PAIN  DIAGNOSIS  & MANAGEMENT 


• Head,  Neck  & Back  Pain 

• Case  Analysis 

• Personal  Injury 

• MVA  Claims 


JOHN  A . CAM  PA  III , Ml). 

Board  Certification 

» American  Academy  of  Pain  Management 
» American  Board  of  Independent  Medical  Examiners 


• Independent  Medical  Evaluations  - IME’s 

• A.M.A.  Style  Impairment  Rating  Reports 

• Workers  Compensation 

• Medical  Narratives 

Fellowship  Trained  in  Neuro-Pain  Diagnosis  & Intervention 


1916  Patterson  St.  • 


Independent 
Suite  705  • Nashville.  TN  37203 


Tel:  615  327.4439  E-Mail:  nnr 


5telalink.net 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  primary  care  physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


RADIOLOGY  ASSOCIATE  wanted  for  progressive  North  Missis- 
sippi City  of  15,000.  New  hospital  renovation  including  X-Ray 
Department.  New  color  ultrasound,  spect  gamma  camera,  GE 
Highlight  advantage  CT  and  mobile  GE  0.5  Signa  MR.  Excellent 
recreation  (boating,  fishing,  hunting,  golf,  tennis,  etc.).  Good 
schools.  FAX  CV  to  (601)  226-3149. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Helvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  call  Anne  Helvey,  Director  of  Physician 
Services  (423)  854-5805. 


COULD  YOU  USE  AN  EXTRA  $10,000? 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


eral vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 

800-USA-ARMY 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


80Q-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.® 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Richard  M.  Pearson,  MD 


President’s  Comments 


Energy  Enough 


Far  removed  from  the  halls  of  medicine,  a controversy  is  raging  now  among  theoretical 
physicists  about  how  the  universe  began  and  how  it  will  end.  The  Big  Bang  theory  of  the  origin 
of  stars  and  galaxies  proposes  that  at  one  time  all  the  energy  and  matter  of  the  universe  was 
concentrated  at  one  point,  and  that  with  the  Bang  all  was  flung  outward  with  enough  velocity 
and  momentum  to  expand  forever.  Enter,  however,  the  “dark  side.”  Forces  other  than  the  origi- 
nal energy,  forces  such  as  gravity,  are  at  work  pulling  everything  back  together.  Some  theorists 
propose  that  the  universe  contains  large  amounts  of  unseen  “dark  matter,”  enough  indeed  to 
ultimately  slow  everything  down  and  draw  it  back  together  in  the  Big  Crunch. 

Where  are  we  in  the  universe  of  medicine  right  now?  It  would  seem  perhaps  that  the  Big 
Bang  for  modern  medicine  began  in  the  1940s  and  1950s  with  the  advent  of  new  technologies, 
modern  hospitals,  new  pharmaceuticals,  and  prepaid  health  care.  Our  medical  universe  has 
expanded  rapidly  and  massively  until  recently,  but  now  appears  to  be  reaching  the  limits  of  its 
initial  energy.  The  “dark  side”  consists  of  deficit-ridden  government,  huge  corporate  ambition 
and  profits,  shareholder-driven  FIMOs,  a sensationalized  media,  and  misplaced  personal  priori- 
ties. These  are  pulling  our  health  care  system  back  into  the  Big  Crunch,  squeezing  out  all  com- 
passion, caring,  humanity,  and  enthusiasm. 

How  is  our  medical  universe  going  to  proceed?  Take  hope!  The  most  powerful  force  in 
medicine  is  the  human  energy  for  caring  and  helping.  Commitment  to  selfless  service  is  the 
force  that  drives  dedicated  health  professionals  to  expand  their  efforts  to  prevent  or  cure  illness, 
to  comfort,  and  to  diminish  misery  and  suffering.  It  is  an  unstoppable  force.  It  is  an  energy  that 
all  of  us  experience  personally,  and  is  inseparable  from  our  lives. 

On  the  other  hand,  business  and  government  lack  that  personal  energy  or  ethical  vision. 
Often  the  force  driving  them  is  money  and  the  power  it  entails.  While  they  and  the  media 
currently  rule  our  universe,  take  heart,  because  when  the  business  and  government  coalition 
have  wrung  all  the  dollars  out  of  the  “caring”  industry  they  will  quickly  lose  interest.  They  will 
be  anxious  to  unload  the  sick  and  suffering  and  unprofitable  assets  of  their  ventures  back  onto 
those  of  us  who  care  about  lives  rather  than  bottom  lines. 

Your  professionalism,  compassion,  and  endurance  will  continue  to  expand  the  opportunities 
for  helping  the  sick.  This  is  the  light  of  the  universe.  It  will  not  go  out. 
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Coastal  JLiviiia  like 


like  in  ilie  World 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina 's  fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


FOLLY 

BEACH 


SEABROOK 

ISLAND 


K1AWAH 

ISLAND 


(f  kJJ— - Jc  x'cjto^  Gxy' 

panururcC 


AT  EDINGSVILLE 


AT  JEREMY  INLET 


The  Savage  Company 
(803)  869-1556 


One  Hammocks  Way,  Edisto  Island,  SC  29438 
1-800-475-1556  • FAX:  (803)  869-1557 


Editorials 


John  B.  Thomison,  MD 


Federation  Mediation  Meditation — 
Or  Ftesitation?  Trepidation? 

People  seem  to  learn  slowly,  and  that  mostly  from  experience.  I would  add  to  that,  from  had 
experience,  which  has  led  to  the  aphorism  that  experience  is  a dear  teacher,  in  the  context  not  of 
beloved,  but  expensive.  By  the  time  wisdom  has  been  gained  from  accumulated  trauma,  the 
victim  is  considered  a pessimist  because  he  is  over  the  hill,  and  nobody  listens — or  even  asks. 
“They”  never  put  anybody  over  the  age  of  30  on  long  range  planning  committees,  because,  they 
say,  it  will  be  the  whatever  of  the  young,  and  the  young  are  the  ones  that  will  have  to  live  with 
it.  So,  OK,  let  them. 

I have  learned  a lot  about  consortia  in  my  75  years.  Back  about  40  years  ago  I was  on  a 
planning  committee  of  one.  It  wasn’t  called  that,  because  nobody  had  ever  heard  of  a consor- 
tium back  then.  It  was  called  a curriculum  committee,  and  the  consortium  comprised  the  vari- 
ous departments  of  Vanderbilt  Medical  School.  That,  incidentally,  was  when  a medical  institu- 
tion consisted  of  a medical  school  with  a hospital.  There  were  only  a few  medical  centers, 
which  was  a medical  school  with  several  hospitals,  and  was  so-called  mainly  to  furnish  brag- 
ging rights.  They  still  would  be  except  that  these  days  no  self-respecting  institution  can  afford 
not  to  be  called  one.  But  I digress. 

The  committee  was  a large  one,  and  we  met  once  or  twice  a week  for  nearly  a year,  or  maybe 
longer.  I forget.  In  other  words,  it  consumed  hundreds  of  man-hours.  The  charge  was  to  develop 
a mechanism  to  incorporate  the  vast  increase  in  knowledge,  with  its  consequent  burgeoning 
subject  matter,  and  hence  curriculum  topics,  into  the  finite  number  of  hours  allotted  the  entire 
curriculum.  A report  was  developed  in  which  we  told  them  how.  It  required  the  development  of 
numerous  elective  courses.  The  report  was  widely  praised,  along  with  the  committee,  and  then 
it  was  basically  shelved,  except  that  a number  of  electives  were  offered.  The  problem  in  effect- 
ing the  requisite  changes  was  that  although  everyone  recognized  that  to  accomplish  what  we 
had  recommended  would  require  cutting  time  from  existing  courses,  and  everyone  was  willing 
for  that  to  be  done,  the  director  of  each  of  those  existing  courses  allowed  as  how  his  course 
couldn’t  spare  any  hours.  In  fact,  they  all  needed  more  hours,  and  not  fewer.  So  much  for  that 
consortium. 

A few  years  ago  the  AMA  developed  numerous  task  forces  assembled  from  every  major 
group  in  the  country,  such  as  the  business  roundtable,  the  AMA,  the  AHA,  and  God  knows  what 
all,  to  develop  a Health  Policy  Agenda  for  the  American  People.  And  they  did.  Millions  of 
dollars  were  spent.  Nothing  ever  came  of  it.  The  House  of  Delegates  of  the  AMA,  of  which  I 
was  a member,  reluctantly  handed  the  planners  most  of  what  they  wanted.  What  nearly  every- 
body else  wanted  was  a pound  of  our  flesh,  and  that  was  not  negotiable,  which  I could  have  told 
them,  and  did.  But  I and  a lot  of  other  realists — I started  to  say  pessimists,  but  I decided  we  were 
only  being  realistic — simply  wasted  our  breath.  The  insurance  industry,  business  generally,  and 
the  hospitals  are  the  implacable  enemies  of  medicine,  dwarfing  the  federal  government,  and  are 
willing  to  have  high-quality  medical  care  only  if  it  doesn’t  cost  them  money.  They  are  not 
farsighted  enough  to  perceive  that  poor  medical  care  is  in  the  long  run  much  the  more  expensive 
alternative.  So  that  also  came  to  nought. 

Now  the  planners  are  at  it  again,  this  time  diddling  with  the  Federation,  defined  up  until  now 
as  the  AMA  and  the  state  medical  associations.  Not  that  it  didn't  need  diddling  with,  and  not 
that  the  way  in  which  it  is  being  done  is  wrong.  In  fact,  I think  the  method  worked  out  by  the 
planners  to  be  quite  innovative.  To  be  an  effective  federation  it  must  include  all.  or  at  least  most. 
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doctors.  But  I think  the  basic  premise  is  defective,  which  is  that  doctors  can  be  counted  on  to 
work  together.  What  I see  happening  around  me  is  practices  being  sold  or  entering  into  manage- 
ment contracts  so  that  the  doctors  can  practice  medicine  without  the  hassle  of  economic  prob- 
lems and  with  economic  stability.  The  young  doctors  I have  spoken  with  want  an  entity  that  can 
take  on  the  insurance  industry,  the  HMOs,  the  hospitals,  and  the  government  and  give  them 
those  things.  Those  other  entities  are  driving  wedges  between  the  specialists  and  the  primary 
care  physicians,  and  between  the  doctors  and  their  patients.  The  practicing  doctor  wants  to  be 
insulated  from  all  that. 

One  of  the  major  criticisms  I have  heard  of  the  AMA  was,  and  is,  about  the  activities  of  the 
Council  on  Ethical  and  Judicial  Affairs  (CEJA).  Delegates  who  have  supported  CEJA  have  been 
pilloried  by  their  constituents,  who  think  CEJA  has  been  treading  on  ground  that  is  not  in  their 
domain.  As  a delegate  I opposed  tampering  with  CEJA  and  dictating  controls,  but  I am  not 
certain  that  the  AMA  can  assemble  medicine  under  the  same  umbrella  with  a freewheeling 
council.  A Supreme  Court  for  Medicine  is  a grand  idea,  but  it  has  one  major  difference  from  that 
of  the  United  States.  Flout  the  U.S.  Supreme  Court  and  it  lands  you  in  jail.  Do  it  to  CEJA,  and 
the  reaction  is,  OK,  so  I’ll  drop  out  of  the  AMA.  It  has  no  teeth,  and  any  attempt  at  establishing 
any  gets  lawsuits  by  the  Justice  Department  for  violation  of  antitrust  statutes. 

The  younger  doctors  especially  are  not  interested  in  a federation  that  tells  them  how  to 
practice  medicine.  They  get  enough  of  that  from  other  sources.  What  they  are  looking  for  is  an 
entity  that  tells  those  other  entities  to  get  off  their  backs,  and  makes  it  stick.  They  are  looking  for 
an  entity  that  can  make  threats,  and  has  the  muscle  to  carry  through  on  them.  They  believe  the 
AMA  has  sold  them  out  on  numerous  occasions  and  gained  only  hollow  victories  at  best.  They, 
and  this  is  not  only  the  younger  doctors,  cannot  see  that  the  AMA  has  gained  them  anything,  but 
instead  has  taken  positions  that  have  steadily  eroded  their  own  position.  They  see  the  AMA 
councils  as  being  top-heavy  with  medical  school  faculty  who  they  think  are  out  of  touch  with 
reality.  It  is  difficult  to  convince  them  that  all  of  this  is  generally  erroneous  when  all  they  see  is 
erosion  of  their  practice  and  income,  and  nothing  to  combat  it  coming  from  the  Federation  at 
any  level.  They  see,  therefore,  money  spent  on  the  Federation  as  wasted. 

A strong  Federation  of  Medicine  is  greatly  to  be  desired,  and  is  I think  a necessity.  The  path 
being  taken,  and  outlined  in  Tim  Sewell’s  article  elsewhere  in  this  issue  of  the  Journal,  entitled 
“Overhauling  the  Federation  of  Medicine,”  seems  a start  that  deserves,  if  not  missionary  zeal,  at 
least  the  support  of  each  of  us.  Since  I can  look  ahead,  however,  and  see  that  it  might,  through 
maneuverings  of  our  previously  mentioned  powerful  opponents,  be  ruled  in  violation  of  anti- 
trust statutes,  and  in  restraint  of  trade,  and  considering  past  experiences,  my  jury  is  still  out.  I 
shall  have  to  see  it  in  action. 

Celebration  of  a Life: 

Tommy  Ballard,  R.I.P. 

Blessed  are  they  that  wash  their  robes  clean  [in  the  Blood  of  the  Lamb], 
that  they  may  have  right  to  the  Tree  of  Life,  and  may  enter  in  through 
the  gates  into  the  city. 

The  Holy  Bible,  Revelation  22:14 

Too  often  the  accolades  due  an  individual  are  withheld  until  it  is  time  for  such  pieces  as  this 
or  the  usual  memorial  services.  Fortunately,  that  was  not  the  case  with  the  late  Thomas  Kelly 
Ballard  Jr.,  MD,  who  departed  this  world  for  his  permanent  home  in  the  New  Jerusalem  on  July 
9,  1996.  It  is  unnecessary,  and  perhaps  even  inappropriate,  to  recount  his  numerous  honors  and 
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accomplishments  here,  since  this  is  neither  an  obituary  nor  a curriculum  vitae.  Those  have  been 
mentioned  in  recent  issues  of  this  Journal,  mostly  in  the  February  1996  issue,  pages  58-59,  in 
connection  with  his  retirement  from  the  TMA’s  delegation  to  the  AMA  House  of  Delegates.  In 
that  same  context  I also  expressed  my  own  feelings  for  and  personal  debt  of  gratitude  due  him.1 
Appropriately  enough.  Dr.  Ballard’s  memorial  service  was  entitled  “A  Service  of  Celebration 
for  the  Life  of  Dr.  Thomas  K.  Ballard  Jr.”  This  is  rather  a joining  in  the  celebration,  and  a 
farewell  to  a beloved  friend  and  colleague. 

Though  Dr.  Ballard  served  the  various  levels  of  organized  medicine  in  many  capacities,  his 
chief  interest  was  medical  education,  which  he  fostered  in  many  ways  in  both  the  Federation 
and  the  Tennessee  Academy  of  Family  Physicians  (TAFP).  In  that  connection,  the  Tennessee 
Alliance  for  Continuing  Medical  Education  (TACME)  has  established  the  “Thomas  K.  Ballard, 
MD  Lectureship  Fund”  in  recognition  of  his  many  years  of  support  of  CME  in  Tennessee. 
Details  can  be  found  in  the  June  1 996  issue  of  Tennessee  Medicine,  page  1 90.  Many  young  people 
both  within  and  outside  the  confines  of  medicine  likewise  shared  directly  in  his  generosity. 

The  Journal  joins  his  family,  his  many  friends,  and  the  recipients  of  his  many  kindnesses  in 
celebrating  the  life  of  Thomas  Kelly  Ballard  Jr.,  MD,  at  the  same  time  extending  to  them  our 
heartfelt  sympathy  in  the  sorrow  of  bereavement.  Ave  atque  vale,  Tommy. 

Requiescat  in  pace. 

1.  Thomison  JB:  Rumblings  of  an  ex-AMA  delegate.  J Tenn  Med  Assoc  89:60-62,  1996. 


HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review  Committee  assists 
doctors  who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  theTMF  Impaired  Physician  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Of  An  Operation 
That'u  Make 
You  Fai  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 


Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 


In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 


With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 


The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)624-5293 


Or  write  To: 

MSGT  LARRY  PORTER 
AFRRCS/RSHS 
1364  Chennault  Circle 
Dobbins  ARB,  GA  300694904 


A GREAT  WAY  TO  SERVE 


Practicing  Medicine 


Overhauling  the  Federation  of  Medicine 

Tim  Sewell 


Later  this  fall,  physicians  in  Tennessee  and  across  the  na- 
tion will  receive  their  first  specialty  selection  ballots  used  to 
determine  the  number  of  delegates  that  will  be  representing 
specialty  societies  at  the  annual  and  interim  meetings  of  the 
American  Medical  Association. 

According  to  officials,  it 
will  be  the  first  concrete 
change  that  is  likely  to  be 
noticed  by  physicians  as  a 
result  of  ongoing  efforts  by 
the  AMA  to  more  closely 
unite  the  nation’s  261,000- 
plus  physicians. 

“The  changing  composi- 
tion of  the  House  of  Del- 
egates will  be  the  most  sig- 
nificant short-term  effect  of 
this  effort,”  says  AMA  Board 
member  Timothy  T.  Flaherty,  MD.  “In  the  long  run,  we  hope 
to  increase  participation  in  organized  medicine  at  all  levels. 
We  also  want  to  reflect  representation  by  the  mode  of  prac- 
tice— not  just  by  the  specialty  of  the  practice,  but  also  by  the 
type  of  group  practice.” 

According  to  resolutions  passed  at  the  AMA  annual  meet- 
ing in  June,  the  number  of  delegate  positions  allocated  to  the 
specialty  societies  in  the  future  will  be  determined  by  an  an- 
nual ballot.  Once  a year,  the  AMA  will  send  a specialty  rep- 
resentation ballot  to  each  AMA  physician  member  and  all 
four-year  medical  student  members  asking  each  member  to 

identify  one  specialty  society 
to  represent  him  or  her  in  the 
AMA  House  of  Delegates  for 
the  coming  year.  For  the  first 
three  years,  each  specialty 
society  will  be  allowed  one 
delegate  and  one  alternate 
delegate  for  every  2,000 
AMA  members  who  select 
that  particular  specialty  soci- 
ety. Beginning  in  the  fourth 
year,  each  specialty  society 
Flaherty  will  be  allowed  one  delegate 


Tim  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


and  one  alternate  delegate  for  each  1,000  AMA  members 
who  select  that  particular  society  on  the  annual  ballot.  Each 
specialty  society  that  meets  AMA  eligibility  criteria  will  be 
allowed  at  least  one  delegate  and  one  alternate  delegate  posi- 
tion regardless  of  the  number  of  AMA  members  who  select 

that  society  on  the  ballot. 

Depending  on  the  number 
of  ballots  returned,  the  1997 
House  of  Delegates  could 
have  up  to  160  specialty  so- 
ciety delegates.  The  number 
of  specialty  society  delegates 
could  increase  to  290  in  the 
year  2000.  Compare  that  to 
the  82  specialty  society  del- 
egates (out  of  a total  of  414 
delegates  overall)  at  the  1995 
interim  meeting. 

The  move  to  increase  representation  of  the  societies  in  the 
AMA  House  of  Delegates  is  a cornerstone  proposal  from  the 
Study  of  the  Federation,  a two-year  project  designed  to  de- 
termine how  the  AMA,  the  state  medical  societies,  and  the 
specialty  societies  can  do  a better  job  of  working  together  to 
promote  the  interests  of  physicians  and  their  patients.  Del- 
egates to  the  1995  interim  meeting  in  December  approved 
19  of  34  recommendations  based  on  the  Study  of  the  Federa- 
tion report.  Delegates  to  the  1996  annual  meeting  in  June 
approved  additional  recommendations. 

“Over  the  years,  the  nation’s  medical  community  has  be- 
come more  fragmented,”  Flaherty  says.  “The  proposals  that 
have  come  out  of  the  Federation  study  will  greatly  change 
the  way  the  AMA  operates.  They  should  help  us  all  to  work 
together  more  closely,  to  avoid  duplication  of  effort,  and 
to  focus  more  attention  on  those  issues  that  we  all  have  in 
common.” 

The  question  of  how  to  unite  the  nation’s  diverse  medical 
community — made  up  of  members  representing  a variety  of 
specialties,  practice  arrangements,  geographic  regions,  eth- 
nic groups,  and  interest  groups — and  how  to  better  serve  those 
physicians  in  a changing  health  care  environment  has  been 
discussed  by  AMA  officials  for  the  past  decade.  The  ques- 
tion moved  to  the  forefront  of  AMA  concerns  in  1993  when 
the  Association’s  House  of  Delegates  adopted  a recommen- 
dation made  by  the  Council  on  Long  Range  Planning  and  De- 
velopment to  create  a broadly  based  consortium  of  Federa- 


“We  want  to  reflect  representation  by 
the  mode  of  practice — not  just  by  the 
specialty  of  the  practice , but  also  by  the 
type  of  group  practice.” 

Timothy  T.  Flaherty,  MD 
AMA  Board  Member 
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tion  organizations  to  identify 
how  all  of  medicine  could 
function  more  efficiently  and 
effectively. 

That  1993  recommenda- 
tion resulted  in  the  creation 
of  a consortium  that  inclu- 
ded representatives  from  200 
organizations  as  well  as  a 
project  team  made  up  of  30 
individuals.  Participants 
were  chosen  from  county 
Alexander  medical  societies,  state  so- 
cieties and  specialty  societ- 
ies, as  well  as  the  AMA.  They  were  selected  to  reflect  a broad 
cross-section  based  on  geography,  gender,  practice  arrange- 
ment, age,  and  other  key  characteristics.  Beginning  in  May 
1994,  the  consortium  met  four  times  and  the  project  team 
met  eight  times  as  members  worked  on  the  Study  of  the  Fed- 
eration project. 

Don  Alexander,  chief  executive  officer  of  the  Tennessee 
Medical  Association,  and  Allen  Edmonson,  MD,  an  orthope- 
dic surgeon  from  Memphis,  represented  Tennessee  physicians 
as  members  of  the  consortium.  The  two  men  also  headed  a 
statewide  TMA  task  force  created  to  consider  the  proposals 
that  came  out  of  the  Study  of  the  Federation. 

“What  we  call  the  Federation  of  Medicine  really  exists 
only  in  philosophy,”  Alexander  says.  “Medicine  has  gotten 
to  the  point  where  we  are  our  own  worst  enemy  because  we 
compete  with  one  another.  This  study  has  caused  us  to  re- 
focus, and  to  remember  that  we  are  all  in  the  same  organiza- 
tion and  that  we  all  have  the  same  goals  and  objectives— 
quality  medicine  from  a quality  profession.” 

At  the  1996  annual  meeting,  delegates  approved  a num- 
ber of  resolutions  related  to  the  Federation  study.  According 
to  AMA  officials,  five  principles  govern  each  of  the  proposals 
related  to  the  Federation  of  Medicine.  They  are  as  follows: 

• Change  is  essential.  The  environment  of  medicine  is 
changing  and  a status  quo  Federation  will  not  be  well  posi- 
tioned for  success  in  the  future. 

• A core  objective  must  be  increased  membership  through- 
out the  Federation.  To  do  this  successfully,  the  activities  of 
the  whole  Federation  must  be  relevant  to  the  needs  of  physi- 
cians and  there  must  be  active  outreach  to  all  physicians,  es- 
pecially nonmembers. 

• Building  a common  purpose,  a common  voice,  and  a 
common  action  plan  will  be  increasingly  critical  to  the  suc- 
cess of  all  components  of  the  Federation. 

• Operational  efficiency  and  productivity  of  all  Federa- 
tion components  must  be  enhanced  in  order  to  reduce  cost 
and  increase  the  value  of  membership. 

• Collaborative  action  will  be  critical  to  achieving  suc- 


cessful advocacy  on  behalf  of  patients  and  physicians. 

According  to  Edmonson,  the  report  is  merely  the  first  step 
in  what  promises  to  be  a lengthy  process. 

“It  certainly  is  an  advance  and  I would  hope  that  this  ef- 
fort will  continue  so  we  can  be  representative  of  a larger  per- 
centage of  American  physicians,”  Edmonson  says.  “Person- 
ally, I would  like  to  have  seen  the  AMA  go  further  in  opening 
itself  up  to  specialty  society  members,  and  not  just  specialty 
society  members,  but  other  physicians  who  are  not  now  rep- 
resented. Some  ethnic  groups  and  members  of  practice  groups 
and  others  feel  that  their  interests  aren’t  represented  by  the 
AMA.  This  present  action  will  have  some  effect,  but  it’s  not 
going  to  solve  all  the  problems.” 

Alexander  says  “I  think  the  report  at  least  addresses  all 
the  major  issues.  I don’t  know  that  the  resulting  document 
will  solve  those  issues,  but  it  is  something  to  be  said  that  the 
Federation  did  take  a look  at  itself.  Now,  it’s  up  to  each  of  us 
to  try  to  work  on  ways  to  solve  the  problems.” 

Officials  agree  that  the  Federation  proposals  over  the  long 
term  should  result  in  greater  efficiency  for  the  various  medi- 
cal organizations  and  more  value  for  the  dollar  for  the  nation’s 
physicians. 

“The  AMA  membership 
has  been  drifting  downward 
for  at  least  five  or  six  years. 

Consequently,  from  a politi- 
cal standpoint  the  AMA  has 
been  representing  a smaller 
percentage  of  physicians 
each  year,”  Edmonson  says. 

“At  the  same  time,  the  spe- 
cialty societies  have  been 
growing  because  they  coor- 
dinate the  accreditation  and 
continuing  education  ser- 
vices. When  the  membership 
dues  money  is  tight,  the  AMA  membership  is  the  first  to  be 
dropped.” 

In  Tennessee,  the  average  physician  who  belongs  to  one 
of  the  larger  metropolitan  medical  societies  in  addition  to  the 
TMA  and  the  AMA  pays  almost  $1,000  per  year  in  dues. 
Membership  in  one  to  three  specialty  societies  can  add  up  to 
another  $1,000  in  annual  membership  dues. 

“There  are  only  so  many  dues  dollars  to  go  around,” 
Alexander  says.  “If  organizations  don’t  give  added  value  to 
their  members,  then  the  doctors  won’t  join.  We’re  all  going 
to  have  to  provide  better  service.” 

“Basically,  we’re  all  going  to  have  to  work  together  to 
avoid  duplication,”  Alexander  adds.  “Some  of  us  are  in  a bet- 
ter position  or  we’re  better  equipped  to  do  certain  things.  For 
any  of  us  to  survive,  we’ll  have  to  reexamine  those  things 
and  admit  that  there’s  a place  for  each  of  us  in  this.  Each  of 
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us  is  going  to  have  to  do  what 
we  do  best  for  the  good  of 
everybody.  That  includes  the 
state  association.  There  are 
some  things  we  can  do  better 
than  the  county  societies  and 
there  are  some  things  they 
can  do  better  than  we  can. 

Let’s  do  those  things  that  we 
each  do  best.” 

Flaherty,  a board-certified 
radiologist  from  Wisconsin, 
notes  that  most  physicians  are  represented  by  a number 
of  different  societies,  either  specialty  groups  or  geographic 
organizations. 

“I  spoke  to  one  physician  who  belongs  to  nine  different 
specialty  societies.  He  is  paying  a huge  amount  of  money — 
$4,000  to  $4,500 — in  annual  dues,”  Flaherty  says.  “We  have 
the  potential  here  to  eliminate  some  of  the  duplication,  and 
therefore  some  of  the  cost,  at  all  levels.” 

As  officials  are  quick  to  point  out,  now  that  the  proposals 
have  passed,  the  real  work  begins.  The  AMA’s  Council  on 
Ethical  and  Judicial  Affairs  and  the  Council  on  Long  Range 
Planning  and  Development  are  expected  to  begin  work  soon 
on  a “statement  of  collaborative  intent”  that  respects  the  au- 
tonomy of  constituent  organizations,  but  also  characterizes 
the  nature  of  the  working  relationships  that  must  exist  among 
all  Federation  members  if  it  is  to  achieve  its  objectives.  That 
statement  has  several  aims,  including  the  following: 

• To  promote  trust  and  cooperation  throughout  the  Feder- 
ation of  Medicine; 

• To  help  the  Federation  speak  with  a unified  voice; 

• To  work  cooperatively  with  other  Federation  organiza- 
tions to  advance  the  image  of  physicians,  the  medical  profes- 
sion, and  the  Federation  as  a whole; 

• To  support,  wherever  possible,  the  policies  established 
by  the  AMA  House  of  Delegates; 

• To  openly  share  information  that  can  help  other  Federa- 
tion organizations  succeed; 

• To  work  with  other  Federation  organizations  to  mini- 
mize duplication  of  services; 

• To  increase  efficiency  in  organized  medicine; 

• To  provide  the  best  possible  value  to  members  through 
reduced  dues  and  enhanced  service;  and 

• To  work  cooperatively  with  other  Federation  organiza- 
tions to  achieve  better  communication  among  physicians, 
between  physicians  and  their  medical  associations,  and  among 
the  organizations  that  comprise  the  Federation  of  Medicine. 

The  Council  on  Long  Range  Planning  and  Development 
also  is  expected  to  study  the  current  criteria  that  specialty 
societies  must  meet  to  be  granted  and  retain  representation 
in  the  AMA  House  of  Delegates  as  well  as  the  processes 


through  which  specialty  so- 
cieties apply  for  representa- 
tion in  the  AM  A/Federation 
House. 

AMA  officials  will  create 
a Federation  Coordination 
Team  with  a life  span  of  three 
years  to  handle  the  various 
responsibilities  associated 
with  the  formation  of  the 
Federation.  After  three  years, 
the  AMA/Federation  Board 
of  Trustees  will  assume  the  responsibilities  of  the  Federa- 
tion Coordination  Team. 

“Now,  we  have  to  roll  up  our  sleeves  and  get  to  work. 
That’s  the  only  way  we’re  going  to  solve  the  issues  of  dupli- 
cation of  services  and  programs,”  Alexander  says. 

“It  remains  to  be  seen  whether  or  not  the  organizations 
will  be  willing  to  give  up  some  of  their  powers.  If  the  TMA 
in  our  structure  can  identify  things  other  organizations  are 
doing  better  than  we  are,  then  certainly  we  would  be  willing 
to  give  up  some  of  those  things  to  devote  more  time  and 
energy  to  the  things  we  can  do  better.  Only  time  will  tell 
whether  all  organizations  will  be  willing  to  do  that.  But,  I 
guarantee  you  that  it  would  never  occur  had  we  not  had  this 
discussion.” 

The  initial  action  report  of  the  Study  of  the  Federation 
was  sent  to  all  participating  organizations  in  October  1995. 
At  the  AMA’s  1995  interim  meeting,  representatives  of  the 
Federation  discussed  the  report  and  approved  the  fundamen- 
tal promises  and  directions  recommended  as  well  as  some  of 
the  specific  recommendations  related  to  how  the  new  Fed- 
eration should  operate.  Other  specific  aspects  of  the  report 
were  sent  back  for  further  work.  Key  among  those  were  the 
formulas  for  specialty  representation  and  representation  by 
mode  of  practice  and  demographic  characteristics.  After  fur- 
ther development  of  those  ideas  and  the  proposed  implemen- 
tation strategies,  the  final  report  was  released  in  February, 
just  four  months  prior  to  the  1996  annual  meeting. 

The  AMA  has  existed  in  its  present  form  since  1901  when 
the  McCormack  Committee  proposed  that  the  AMA  be  orga- 
nized as  a federation  built  around  state  medical  societies. 
Officials  say  that  such  an  organization  made  sense  at  the  time 
for  several  reasons.  Physicians,  for  instance,  were  more  ho- 
mogeneous, born  and  trained  almost  exclusively  in  the  United 
States.  There  were,  for  all  practical  purposes,  only  two  spe- 
cialties— general  practice  and  surgery,  and  there  was  essen- 
tially only  one  kind  of  practice — solo  practice.  In  addition, 
almost  all  health-related  regulations  were  managed  by  state 
or  local  governments.  As  officials  point  out,  the  practice  of 
medicine  has  definitely  changed  with  the  times,  and  orga- 
nized medicine  must  change  with  it.Q 


“The  proposals  . . . should  help  us  all 
to  work  together  more  closely,  to  avoid 
duplication  of  effort,  and  to  focus  more 
attention  on  those  issues  that  we  all 
have  in  common.” 

Timothy  T.  Flaherty,  MD 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Postpartum  Back  Pain,  So  What! 


J.  Kelley  Avery,  MD 


Case  Report 

A 30-year-old  gravida  1 
para  0 delivered  a healthy 
male  infant  under  epidural 
anesthesia  after  a normal  la- 
bor. She  was  up  and  ambu- 
lating as  expected  on  the  first 
postpartum  day.  She  voided 
and  was  able  to  be  dis- 
charged home  the  following 
day.  On  the  third  day  home 
she  called  the  physician’s 
office  twice  complaining  of 
constipation  and  backache. 
The  next  day  she  made  a call 
and  was  sent  Darvocet  N 1 00 
for  pain.  (This  phone  call 
was  not  recorded  by  the  of- 
fice staff  as  the  others  had 
been.)  She  complained  that 
the  back  pain  had  been  get- 
ting worse  every  day  and  that 
she  was  intermittently  fever- 
ish. On  postpartum  day  9 she 
called  the  physician’s  office 
and  again  complained  of 
increasingly  severe  back 
pain,  but  this  time  the  pain 
seemed  to  be  involving  her 
legs,  worse  on  the  left.  She 
was  advised  to  go  the  emer- 
gency department  (ED)  of 
the  hospital  for  examination 
and  further  treatment. 

The  history  given  in  the  ED  was  a repeat  of  what  she  had 
given  the  physician  on  call  for  the  Ob-Gyn  group.  She  said 
again  that  she  had  delivered  nine  days  earlier  and  had  had  an 
epidural  anesthetic  that  “has  been  giving  me  problems  ever 
since.”  The  back  pain  now  involved  both  legs  and  was  get- 
ting worse.  There  was  no  swelling,  tenderness,  or  redness  at 
the  injection  site.  Routine  laboratory  tests  were  done,  and 
the  WBC  count  was  18,000/cu  mm  with  a shift  to  the  left. 


Dr.  Avery  is  chairman  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 


The  urine  showed  some  blood,  WBCs  10  to  15/cu  mm,  1+ 
albumin,  and  3+  bacteria.  On  culture  group  D Streptococcus 
was  identified  which  was  reported  as  “usually  susceptible  to 
nitrofurantoin.”  An  hour  or  more  later  in  the  patient’s  ED 
stay  another  physician,  the  “on-call”  doctor  for  the  Ob-Gyn 
group,  reexamined  the  patient  and  reported  some  tenderness 
over  the  epidural  site  and  questionable  swelling  in  the  area 
of  L2-3.  A neurologic  examination  revealed  no  neck  stiff- 
ness, but  on  straight-leg  raising  of  both  legs  the  low  back 
pain  became  severe  at  about  35  to  40  degrees.  The  evaluation 
was  somewhat  confused  by  her  severe  constipation.  Digital 
removal  of  the  impaction  was  accomplished  on  her  admis- 
sion to  the  outpatient  department. 

A neurologist  consulted  by  phone  gave  a telephone  order 
for  a CT  scan  of  the  lumbar  spine  area,  which  showed  a “den- 
sity which  appears  to  displace  the  cauda  equina  posteriorly 
and  is  separate  from  the  annulus  fibrosus.”  It  suggested  the 
presence  of  a “localized  hematoma  or  area  of  local  infec- 
tion.” The  neurologist  examined  the  patient  on  Friday,  and 
believed  transfer  to  a tertiary  facility  was  not  needed  at  the 
time,  but  did  order  an  MRI  for  Monday.  She  continued  to  be 
febrile.  Nitrofurantoin  was  ordered,  and  if  the  temperature 
went  to  102°F  the  neurologist  was  to  be  called. 

Over  the  next  day  she  could  not  void,  and  an  indwelling 
catheter  became  a necessity.  She  continued  to  complain  of 
back  and  leg  pain.  She  stated  that  her  right  leg  now  felt  “dead.” 
She  could  move  the  leg  with  effort.  She  continued  to  com- 
plain of  being  unable  to  have  a bowel  movement. 

On  Sunday,  with  the  difficulty  getting  worse,  she  was  trans- 
ferred to  the  center  where  more  definitive  measures  could  be 
taken.  By  noon  a laminectomy  had  been  done,  with  a bilat- 
eral paraspinal  abscess  found  and  evacuated.  Aggressive  an- 
tibiotic treatment  led  to  improvement,  but  there  was  a re- 
sidual neurologic  deficit  involving  predominantly  the  left  leg. 

A lawsuit  was  filed  charging  negligent  delay  in  diagnosis 
and  treatment  of  the  post-epidural  infection  that  led  to  the 
permanent  neurologic  deficit  in  this  young  mother. 

Loss  Prevention  Comments 

On  admission  to  the  ED  nine  days  after  delivery,  she  stated, 
“I  had  an  epidural  and  have  been  having  trouble  with  it  ever 
since.”  She  had  called  the  obstetrician’s  office  three  times, 
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one  of  them  not  documented,  complaining  of  constipation, 
not  an  unusual  postpartum  complaint,  and  pain  that  was  cen- 
tered in  the  low  back,  again  not  an  unusual  complaint  a few 
days  after  delivery.  At  the  time  of  the  ED  examination,  she 
complained  that  the  pain  was  involving  both  legs,  one  worse 
than  the  other. 

The  obstetrician  found  some  “swelling  and  tenderness” 
over  the  epidural  injection  site,  and  discovered  that  on  at- 
tempting to  do  straight-leg  raising  the  back  pain  became  se- 
vere. The  CT  scan  ordered  while  she  was  in  the  outpatient 
department  of  the  facility  showed  evidence  of  “hematoma  or 
infection”  in  the  area  of  the  epidural. 

The  patient  was  febrile  and  the  urine  showed  some  infec- 
tion, which,  at  the  worst,  was  unimpressive  even  with  the 
culture  and  sensitivity  showing  a group  D Streptococcus  sen- 
sitive to  nitrofurantoin.  The  chemotherapy  was  begun,  and 


one  has  to  wonder  it  the  epidural  infection  could  have  been 
resolved  with  more  aggressive  antibiotic  therapy  at  that  time. 

It  was  Friday,  and  in  retrospect  the  decision  to  delay  trans- 
fer to  the  tertiary  care  facility  in  the  face  of  these  findings  is 
confusing.  It  was  a Sunday  when  symptoms,  including  fever, 
forced  the  transfer  to  the  center  with  emergency  definitive 
care. 

It  is  always  of  fundamental  importance  to  listen  to  the 
patient ! “I  had  an  epidural  and  it  has  been  giving  me  trouble 
ever  since,”  she  said  in  the  ED.  One  cannot  escape  the  hint 
that,  because  it  was  a weekend,  this  management  of  the  pa- 
tient led  to  the  delay  in  the  correct  diagnosis  and  treatment. 

A very  large  settlement  was  required  to  close  this  case. 
Both  the  obstetrician,  his  group,  and  the  neurologist  and 
his  group  were  found  negligent,  and  contributed  to  the 
settlement.  □ 


Members  are  shipping  with 
Airborne  Express  at  an  Amazing  Rate 


Participating  members  are  saving  37%  when  they  ship  with  the  Airborne 
Express  Member  Program.  Are  you  one  of  them?  No  minimum  usage  is 
required  to  receive  the  special  member  rate  of  $9.75  for  an  8 oz.  overnight 
Letter  Express.  That’s  $5.75  less  than  FedEx’s  published  rate  of  $15.50. 
Members  shipping  just  10  shipments  per  month  on  the  Airborne  program  are 
paying  even  less — only  $9.25  for  an  8 oz.  Letter  Express.  Your  savings  don't 
stop  there;  similar  member  discounts  apply  to  heavier  packages  as  well. 

What’s  the  catch?  There  is  none.  Your  membership  automatically  qualifies  you 
for  these  discounts.  And,  your  member  rates  with  Airborne  include  free  pick- 
up from  most  locations  and  delivery  to  virtually  every  zip  code  in  the  U.S. — 
usually  by  10:30  the  next  business  morning.  Airborne  Express  also  provides 
instant  package  tracking  for  ease  of  mind  and  24-hour  customer  service  sup- 
port. Airborne  can  even  help  meet  your  international  needs  with  service  to 
more  than  200  countries  worldwide. 

Don’t  wait!  Join  the  many  members  already 
saving  with  Airborne  Express.  Return  this  coupon  or  call 

1-800-MEMBERS 

(8  am-7pm  ESI ) for  your  FREE  Airborne  Express  Starter  Kit. 


I 1 

Mr.  /Mrs. 

Title 

Company  Name 

Street  Address 

No  P.O.  Box  please 

City State Zip | 

Phone  ( ) 

Fax  ( ) 

My  company  sends  an  average  of 

shipments  /month. 

We  ship  internationally:  Q yes  Q|  no 
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Assn  Code:  Y 3 6 4 
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Medicine  and  Politics 


’96  Elections 


Every  Vote  Counts 


IMPACT 


-★*- 
* 


Independent 
Medicine's 
Political  Action 
Committee 
Tennessee 


America  has  long  been 
hailed  as  the  “Great  Demo- 
cratic Country.”  We  fought 
for  our  independence  from 
Great  Britain  in  the  1 8th  cen- 
tury, survived  the  Civil  War 
in  the  19th  century,  and 
fought  overseas  in  the  20th 
century  to  ensure  that  other 
countries  could  experience 
democracy  and  free  elec- 
tions firsthand. 


But  as  citizens  of  the  “Great  Democratic  Country,”  how 
many  actually  take  part  in  the  election  process?  Every  year 
the  number  of  eligible  voters  continues  to  grow,  while  voter 
turnout  declines.  Congress  and  the  Supreme  Court  have  done 
away  with  barriers  to  voting.  Qualifiers  like  literacy  tests, 
property  ownership,  and  race  no  longer  prevent  citizens  from 
casting  ballots. 

Between  1932  and  1976,  the  voting-age  population  and 
the  number  of  voters  in  presidential  elections  almost  doubled. 
Throughout  the  post-World  War  II  years  until  1968,  presi- 
dential election  turnout  hovered  at  60%,  with  one  exception. 
In  1948,  a little  more  than  half  the  registered  voters  cast  bal- 
lots. In  1992,  turnout  reached  a post-WWII  high  of  55.2%. 

Groups  across  the  country  have  undertaken  active  voter 
registration  drives  in  recent  years.  Everyone  from  the  unions, 
trade  associations,  and  even  MTV  developed  programs  to 
register  voters,  and  increase  the  turnout  on  election  day. 

Does  one  or  two  votes  more  really  count  in  an  election? 
Consider: 

• In  the  1974  race  for  the  U.S.  Senate  in  New  Hampshire, 
Republican  Louis  Wyman  led  Democrat  John  Durkin  by  two 
votes — 1 10,926  to  1 10,924.  Because  the  election  was  so  close, 
it  was  left  up  to  the  U.S.  Senate  to  declare  a winner.  That 
body  could  not  come  to  a consensus,  so  instead  a rematch 
was  held.  Durkin  emerged  as  the  victor,  taking  53.6%  of  the 
vote.  Turnout  that  year  was  around  36%.  Imagine  what  a few 
more  votes  would  have  done. 


• In  1954,  Sen.  Strom  Thurmond  began  his  career  in  the 
U.S.  Senate  by  winning  election  as  a write-in  candidate.  Ther 
a Democrat,  he  received  143,442  write-in  votes  to  defeat  his 
party’s  endorsed  candidate.  He’s  been  in  the  Senate  ever  since, : 
but  switched  parties  in  1964. 

• In  1994,  a U.S.  House  incumbent  from  New  York,  who 
was  opposed  by  organized  medicine  because  of  his  legisla- 
tive record,  won  election  by  a mere  55  votes.  Imagine  if  one 
physician  and  Alliance  member  from  each  precinct  in  the 
district  had  voted  for  his  opponent. 

• In  another  1994  race  for  the  U.S.  House,  an  incumbent 
opposed  by  organized  medicine  in  Connecticut  won  by  21 
votes.  Again,  if  one  physician  and  one  Alliance  member  from 
each  precinct  had  cast  their  ballots,  the  outcome  could  have 
been  reversed. 


The  ’96  Vote 

In  1996,  Americans  will  decide  who  leads  us  into  the  sec- 
ond millennium  as  president,  not  too  mention  who  will  con- 
trol the  U.S.  House  and  Senate.  The  elections  provide  a vis- 
ible means  of  voicing  opinions  on  the  leadership  of  the 
country. 

Voter  registration  guidelines  vary  from  state  to  state. 
Some  states  allow  registration  up  to  the  day  of  the  election, 
while  others  have  a cut-off  date  30  days  prior  to  the  elec- 
tion. With  the  passage  of  “Motor- Voter”  legislation,  reg- 
istration is  as  easy  as  getting  your  driver’s  license.  Check 
with  your  local  elections  registrar  to  determine  guidelines 
in  your  area. 


Election  Tip 

If  you  know  you  will  be  out  of  town  on  November  5,  or  if 
your  practice  does  not  afford  you  the  time  to  go  to  the  polls, 
request  an  absentee  ballot  or  vote  early.  Absentee  balloting 
begins  on  September  6 and  early  voting  starts  October  16. 

One  way  for  physicians  to  participate  in  the  political  pro- 
cess is  to  contribute  to  IMPACT-TMA’s  political  action  com- 
mittee. Join  IMPACT  today  and  become  involved  for  your 
profession.  □ 


I! 


324 


Tennessee  Medicine  ~ September,  1996 


Are  you  saving  money  on  your  workers' 
compensation  insurance  premium  costs? 


TMA  members  are!  Dodson  Group  paid  insured  members  a 12% 
dividend  worth  more  than  $40,000.00  in  1995! 


In  the  last  ten  years  alone,  Tennessee  medical  professionals  have 
shared  dividends  totaling  more  than  $300,000.00! 


:L 


You  can  share  in  the  savings  too.  Call  or  FAX  The  TMA  Association 
Insurance  Agency  now  for  a no-obligation  premium  quote  or  complete 
and  return  the  reply  card  below! 


TOLL-FREE: 

1-600-347-1109 


The  Dodson  Dividend  Plan  gives  you 


LOCAL: 

(423)  629-2400 
FAX: 

(423)  629-1109 


Competitive  Rates 
Personal,  Professional  Service 
Accident  Prevention  Services 
Excellent  Managed  Care 


1 Yearly  Dividend  Opportunities* 

1 Interest-free  Payment  Plan 
1 Outstanding  Claims  Management 
1 A Century  of  Experience 


* State  laws  prohibit  insurance  companies 
from  guaranteeing  future  dividends. 
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Catheter- Associated  Central 
Venous  Thrombosis 

Ryland  P.  Byrd  Jr.,  MD;  Robert  W.  Lukeman,  MD;  Mathew  Mathai,  MD;  and 
M.  K.  Mathew,  MD 


Introduction 

Deep  venous  thrombosis 
of  the  lower  extremities  is 
widely  recognized  as  a lead- 
ing cause  of  pulmonary  em- 
bolism. By  contrast,  upper  ex- 
tremity venous  thrombosis  is 
less  common  and  early  obser- 
vations suggested  that  pul- 
monary embolism  rarely  occurred. 1,2  The  increased  use  of 
deep  venous  catheters,  however,  has  resulted  in  a higher  in- 
cidence of  both  centra!  vein  thrombosis  and  pulmonary 
embolization.  Thrombosis  of  the  central  venous  circulation  may 
occur  in  as  many  as  50%  of  all  patients  with  subclavian  cath- 
eters.3 Pulmonary  embolization  effects  12%  to  20%  of  patients 
with  catheter-associated  thrombosis.4'6  In  view  of  the  poten- 
tial morbidity  and  mortality  associated  with  catheter-induced 
thrombosis  we  report  a case  and  review  the  literature. 

Case  Report 

This  35-year-old  female  manic  depressive  complained  of 
left  arm  pain  and  swelling,  as  well  as  mild  shortness  of  breath, 
for  one  week.  She  had  recently  been  discharged  from  the 
hospital  where  she  had  been  treated  for  haloperidol-induced 
malignant  hyperthermia.  She  had  received  dantrolene  and  hy- 
dration by  left  subclavian  vein  infusion.  Her  past  history  was 
significant  only  for  manic  depressive  psychosis,  for  which 
she  was  taking  no  medications  at  the  time. 

Her  vital  signs  were  normal  except  for  a respiratory  rate  of 
24/min.  Her  left  arm  was  edematous,  with  superficial  venous 
engorgement.  There  was  no  palpable  venous  cord,  evidence  of 
phlebitis,  or  loss  of  sensation  in  her  left  upper  extremity.  The 
remainder  of  her  physical  examination  was  unremarkable. 


From  the  Division  of  Pulmonary  Medicine,  Veterans  Affairs 
Medical  Center,  Mountain  Home. 
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Her  laboratory  data  in- 
cluded a normal  WBC  count, 
hemoglobin,  platelet  count, 
serum  electrolytes,  and  bio- 
chemical survey.  Her  pro- 
thrombin time  and  partial 
thromboplastin  time  were 
normal.  Ultrasound  studies 
of  her  left  subclavian  vein 
documented  extensive  thrombus  formation  (Fig.  1).  A ven- 
tilation/perfusion scan  to  determine  the  likelihood  of  pul- 
monary thromboembolism  was  classified  as  a high  probabil- 
ity scan  for  the  presence  of  pulmonary  emboli  (Fig.  2). 

Discussion 

Iatrogenic  causes  rank  first  as  the  etiology  of  upper  ex- 
tremity thrombosis.6’7  Placement  of  these  indwelling  catheters 
interrupts  and  damages  the  vascular  endothelium,  and  the 
presence  of  the  catheter  in  the  vessel  lumen  causes  turbu- 
lence of  the  venous  flow,  with  release  of  procoagulants.7,8 
Underlying  hypercoagulable  states  associated  with  comorbid 
illnesses  may  further  increase  the  risk  of  catheter-related 
thrombosis  development.4,7-9 

Catheters  placed  in  the  subclavian  vein  are  the  most  fre- 
quently implicated  in  thrombus  formation,  though  catheters 
placed  at  other  sites  are  also  associated  with  upper  extrem- 
ity thrombosis.1 SJ0  Catheter  composition  is  important,  and 
thrombophlebitis  is  more  likely  with  polyvinyl  chloride  and 
polyethylene  catheters  than  with  polyurethane  and  siliconized 
catheters. 4,n'13  Heparin  bonding  of  catheters  also  reduces 
thrombotic  complications.54  Difficulty  with  catheter  place- 
ment is  associated  with  an  increased  risk  of  venous  throm- 
bosis, probably  due  to  repeated  endothelial  injury.15 

Although  the  clinical  signs  and  symptoms  of  upper  ex- 
tremity thrombosis  are  nonspecific  and  insensitive,  they  serve 
as  important  signals  to  guide  the  physician  to  more  specific 
diagnostic  tests.  Patients  often  complain  of  a distal,  dull  ache 
of  the  involved  extremity,  typically  associated  with  swelling, 
and  occasionally  of  parathesias.  The  pain  is  exacerbated  by 
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activity  and  relieved  by  rest.16  Physical  examination  usually 
reveals  a firm  non-pitting  circumferential  edema  and  super- 
ficial venous  engorgement.  Loss  of  sensation  in  a non-der- 
matomal  distribution  may  be  present.17 

Venography  remains  the  standard  test  to  detect  upper 
extremity  deep  venous  thrombosis,6  though  this  type  of 
imaging  is  invasive  and  is  not  without  risk.  Impedance 
plethysmography  has  been  used  with  variable  results.114 
Ultrasonography  of  the  upper  extremity  has  a sensitivity 
and  specificity  of  78%  and  92%,  respectively.9  Collateral 
circulation,  present  in  85%  of  patients  with  upper  extremity 
thrombosis,  may  cause  ultrasound  studies  to  be  falsely  nega- 
tive.6114 The  combination  of  plethysmography  and  ultraso- 
nography results  in  an  acceptable  specificity  and  sensitivity 
of  90%. 19 

Catheter-related  thrombosis  predisposes  the  patient  not 
only  to  pulmonary  embolization  but  also  to  bacteremia.  The 
incidence  of  positive  blood  cultures  is  higher  in  patients  with 
catheter-related  thrombosis  than  in  patients  with  deep  venous 
catheters  without  thrombosis.14  The  reason  for  this  is  not  well 
understood. 

When  catheter-associated  thrombosis  is  discovered,  the 
involved  extremity  should  be  elevated,  placed  at  rest,  and 
have  local  heat  applied.  Antithrombotic  therapy  should  be 
initiated.  Thrombolytics  followed  by  heparin  has  recently 
been  used  with  success.20  While  antithrombotic  therapy  may 
also  preserve  the  function  of  a deep  venous  catheter,  it  may 
continue  as  a source  of  recurrent  thrombosis  formation  and 
must  be  removed.15  Removal  of  the  catheter,  however,  may 
cause  a shower  of  emboli  to  the  pulmonary  vasculature.4'6 
Further  studies  are  necessary  to  determine  the  optimal  time 
to  remove  a deep  venous  catheter  to  minimize  the  incidence 


Figure  1.  Ultrasound  study  documenting  an  extensive  thrombus  in  the 
left  subclavian  vein. 


POSTERIOR 

Figure  2.  High  probability  ventilation/perfusion  scan. 


of  pulmonary  embolization. 

Prophylaxis  against  catheter-associated  subclavian  vein 
thrombosis  has  been  studied  only  in  cancer  patients.  This 
subgroup  of  patients  benefitted  from  a fixed  low  dose  of 
warfarin,  demonstrating  a significantly  lower  incidence  of 
thrombotic  complications  for  at  least  90  days.21  This  obser- 
vation may  be  extended  to  other  patients  in  the  future. □ 
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Office  of  Rural  Health: 

Forging  the  Future  of  Rural  Health 
Recruitment  and  Retention 

Bill  Jolley,  MPA 


Most  rural  communities  know  all  too  well  that  a shortage 
of  health  care  professionals  exists  in  a number  of  rural  areas 
throughout  the  state.  Policymakers  in  Tennessee  are  now  be- 
ing forced  to  formulate  new  strategies  that  offer  proper  in- 
centives to  physicians  and  mid-level  practitioners  to  practice 
in  underserved  rural  areas.  While  hospitals,  primary  care  as- 
sociations, medical  associations,  and  individual  communi- 
ties have  traditionally  engaged  in  recruitment  and  retention 
activities,  the  Tennessee  Department  of  Health  (TDH)  has 
also  begun  to  play  a major  role  in  this  area  as  well.  Through 
its  role  in  rural  recruitment  and  retention,  the  TDH  Office  of 
Rural  Health  is  beginning  to  make  an  impact  on  the  availabil- 
ity and  accessibility  of  health  care  providers  in  Tennessee. 

In  response  to  shortages  of  primary  care  providers  in 
Tennessee’s  underserved  areas,  the  General  Assembly  enacted 
the  Health  Access  Incentive  Act  in  1 989.  The  legislation  was 
developed  from  the  findings  of  the  Governor’s  Indigent  Care 
Cabinet  Council,  which  was  charged  with  studying  the  issue 
of  indigent  health  care  in  Tennessee.  The  act  authorizes  a spe- 
cial account,  the  Health  Access  Incentive  Fund,  which  makes 
financial  resources  available  for  the  development  and  imple- 
mentation of  programs  designed  to  encourage  the  location 
of  practitioners  in  areas  of  the  state  having  an  inadequate 
number  of  primary  care  providers.  This  special  account  re- 
quires no  state  appropriation,  since  funds  are  allocated  from 
the  state’s  abandoned  property  account.  This  program  has  been 
recognized  as  one  of  the  most  aggressive  and  innovative  in 
the  country,  affecting  access  to  health  care  for  all  citizens. 

Traditionally,  funding  for  the  Health  Access  Incentive  Pro- 
gram has  provided  financial  incentives  ranging  as  high  as 
$75,000  for  primary  care  providers,  which  can  be  utilized 
for  repaying  outstanding  educational  loans,  start-up  expenses, 
purchase  of  equipment,  a $5,000  locum  tenens  payment  for 
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solo  physicians,  and  technical  assistance.  These  incentives  are 
provided  to  physicians,  nurse  practitioners,  certified  nurse  mid- 
wives, and  physician  assistants  practicing  primary  care  (family 
practice,  general  internal  medicine,  general  pediatrics,  or  ob- 
stetrics) who  establish  a new  practice  in  state-designated  un- 
derserved areas  for  a minimum  obligated  period  of  2Vi  years. 

In  conjunction  with  the  Office  of  Rural  Health,  a newly 
established  Assessment  and  Planning  Section  of  the  TDH  is 
charged  with  the  task  of  assessing  the  various  needs  of  com- 
munities in  the  state,  including  primary  care  needs.  A regional 
recruitment  and  retention  committee  works  with  both  state 
and  local  entities  in  identifying  appropriate  practitioners  who 
could  satisfy  an  underserved  community’s  primary  care  needs. 
Incentives  are  then  awarded  to  a provider  only  upon  the  rec- 
ommendation of  the  recruitment  committee. 

As  of  Jan.  1,  1996,  124  primary  care  physicians  and  32 
mid-level  practitioners  have  received  support  through  the 
state’s  incentive  program.  By  specialty,  71  family  practitio- 
ners (14  of  whom  provide  obstetrical  services),  25  internal 
medicine  specialists,  18  obstetricians,  9 pediatricians,  1 pre- 
ventive medicine  physician,  10  nurse  practitioners,  9 family 
nurse  practitioners,  4 certified  nurse  midwives,  and  9 physi- 
cian assistants  have  received  grants  to  locate  in  underserved 
communities.  Sixty-nine  counties  have  already  benefitted 
from  the  services  of  these  providers  since  July  1989.  One 
way  in  which  they  benefit  is  that  providers  who  have  been 
placed  through  the  Health  Access  Incentive  Program  have 
agreed  to  see  patients  regardless  of  their  ability  to  pay  and 
are  required  to  participate  in  TennCare.  While  this  program 
has  brought  about  tremendous  strides  in  access  to  care,  how- 
ever, it  is  by  no  means  the  total  solution  to  Tennessee’s  health 
access  needs.  The  state  alone  cannot  be  expected  to  continue 
to  provide  these  financial  incentives  within  all  underserved 
areas  at  the  current  level  of  funding.  These  incentives  and 
others  that  currently  drive  the  structure  of  the  health  profes- 
sions work  force  will  not  completely  solve  the  problems  of 
provider  distribution  and  composition.  Without  some  addi- 
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tional  interventions,  problems  are  likely  to  continue. 

Another  activity  that  has  also  proven  very  beneficial  in 
identifying  excellent  candidates  for  both  rural  and  urban 
underserved  communities  is  Tennessee’s  Annual  Medical 
Recruitment  Fair,  which  will  be  held  on  Sept.  11-13,  1996  at 
the  Sheraton  Music  City  Hotel  in  Nashville.  Primary  care 
providers  from  the  southeastern  United  States  are  invited  to 
participate.  These  providers  are  given  the  opportunity  to  dis- 
cuss current  and  future  practice  opportunities  with  represen- 
tatives from  Tennessee’s  underserved  communities.  Informa- 
tion explaining  the  Health  Access  Incentive  Program  is  also 
available  at  the  fair. 

The  TDH  is  also  in  the  final  stages  of  approving  policy  to 
establish  the  “Conrad  State  20”  program.  Under  current  law, 
foreign  medical  graduate  physicians  who  come  to  the  United 
States  to  complete  residency  programs  are  issued  J-l  visas. 
They  must  return  to  their  home  country  for  at  least  two  years 
before  they  are  eligible  to  apply  for  U.S.  citizenship  or  im- 
migrant resident  status.  The  federal  regulations  allow  for  a 
waiver  of  the  requirement  to  leave  the  country  if  the  physi- 
cian agrees  to  work  at  least  three  years  in  an  underserved 
area,  among  other  conditions.  Until  very  recently,  the  J- 1 visa 
waiver  program  was  controlled  through  the  federal  United 
States  Information  Agency  and  the  Immigration  and  Natu- 
ralization Service,  with  little  state-level  participation.  Con- 
gress passed  an  amendment  to  the  law  in  1994  that  allows 
states  to  sponsor  up  to  20  J- 1 visa  waivers  under  federal  rules. 
The  Office  of  Rural  Health  is  designated  to  administer  the  J- 
1 visa  waiver  program  in  Tennessee.  Once  in  place,  the  TDH 
believes  this  program  will  add  a new  dimension  to  recruiting 
providers  into  Tennessee’s  underserved  areas. 

Over  the  past  year,  the  TDH  has  received  applications  from 
physicians  for  visa  waiver  opportunities  in  Tennessee,  and 
has  been  approached  by  organizations  and  hospitals  express- 
ing frustration  about  not  finding  physicians  to  meet  their  cur- 
rent needs  and  a corresponding  desire  to  explore  and  partici- 
pate in  the  new,  state-based  J- 1 visa  waiver  program.  For  these 


reasons,  the  TDH  has  promulgated  rules  and  guidelines  for 
the  approval  and  use  of  foreign  medical  graduate  physicians 
in  our  underserved  areas.  The  TDH  has  included  additional 
requirements  beyond  the  federal  mandates  that  will  strengthen 
responsibilities  of  the  providers  and  assure  their  placement 
in  those  communities  that  are  most  underserved.  Facilities 
located  within  health  professional  shortage  areas,  but  ineli- 
gible for  the  “Conrad  State  20,”  are  still  free  to  pursue  the 
hiring  of  J-l  physicians  through  other  avenues,  such  as  the 
U.S.  Department  of  Agriculture  or  the  Appalachian  Regional 
Commission,  both  of  which  sponsor  J-l  visa  waivers. 

In  addition  to  these  state-specific  activities,  the  Office  of 
Rural  Health  also  administers  the  National  Health  Service 
Corps  (NHSC)  Program.  The  NHSC  is  a component  of  the 
U.S.  Public  Health  Service’s  Bureau  of  Primary  Health  Care 
that  recruits  health  care  professionals  for  communities  that 
lack  adequate  access  to  primary  care  services.  This  program 
assists  in  the  development,  recruitment,  and  retention  of  com- 
munity-responsive, culturally  competent  primary  care  pro- 
viders to  serve  persons  in  health  professional  shortage  areas. 
The  NHSC  is  also  vitally  interested  in  providing  exceptional 
preclinical,  clinical,  and  postgraduate  experiences,  as  well  as 
financial  assistance  programs,  for  health  professionals.  This 
program  includes  loan  repayment,  scholarships,  externships, 
clerkships,  and  community  service  programs. 

Now  is  a critical  time  for  states  to  consider  their  role  in 
developing  the  health  care  work  force,  particularly  primary 
care  providers.  The  primary  reason  for  state  involvement  is 
that  the  marketplace  alone  is  unlikely  to  produce  sufficient 
primary  care  providers  willing  to  serve  rural  and  underserved 
areas.  It  will  take  both  the  private  sector  and  public  agencies, 
each  doing  its  part,  to  tackle  the  issue  of  health  access  for  all 
of  our  citizens. 

Anyone  interested  in  more  information  on  the  Health  Ac- 
cess Incentive  Program,  National  Health  Service  Corps  Pro- 
gram, or  a J- 1 visa  waiver  application  should  contact  the  Of- 
fice of  Rural  Health  at  (615)  741-0388  or  (800)  659-30 10.Q 
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If  you  feel  the  occasional  butterfly  across  your  chest,  it  might  be  caused  by  atrial  fibrillation.  This  heart 
rhythm  disturbance  affects  more  than  two  million  people  in  the  United  States,  making  it  one  of  the  leading 
risks  for  stroke. 

Not  all  people  feel  the  warning  signs  of  atrial  fibrillation.  Even  those  who  do  may  ignore  the  symptoms 
because  they  usually  aren't  frequent  or  painful.  But  make  no  mistake,  this  is  a serious  condition.  It  leaves 
its  victims  six  times  more  likely  to  have  a stroke  and  the  risk  is  greatest  after  the  age  of  65. 

Talk  to  your  doctor  at  your  next  regularly  scheduled  visit.  Atrial  fibrillation  can  be  detected.  Treatment 
options  are  available  today  that,  when  used  appropriately,  may  reduce  your  risk  of  stroke. 


DUPONT 

pharma: 


The  journal 


Special  Communication 

Stroke  Prevention:  Recommendations 


The  Secondary  and  Tertiary  Prevention  of  Stroke  Patient 
Outcomes  Research  Team  (PORT)  has  established  important 
findings  about  the  most  cost-effective  treatments  for  people 
at  high  risk  for  stroke.  The  PORT  is  a five-year  research  study 
supported  by  the  Agency  for  Health  Care  Policy  and  Research 
(AHCPR). 

These  findings  have  led  to  the  following  recommendations 
for  the  treatment  of  patients  with  atrial  fibrillation  and  tran- 
sient ischemic  attack/minor  stroke  (Figs.  1 and  2). 

Patients  with  Atrial  Fibrillation 

Prescribe  Warfarin  Unless  Risk  of  Stroke  Is  Low  or  Use  Is 
Contraindicated 

• Anticoagulant  treatment 
is  particularly  effective  for 
patients  with  atrial  fibrilla- 
tion and  any  one  of  the 
following  additional  risk  fac- 
tors: age  >60,  prior  stroke, 
diabetes,  hypertension,  and 
heart  disease. 

• Aspirin  may  be  used  if 
warfarin  is  contraindicated, 
unless  aspirin  also  is  contra- 
indicated. 

Use  Good  Anticoagulation 
Monitoring  Techniques 

• Avoid  overanticoag- 
ulation, which  is  associated 
with  a higher  risk  of  bleed- 
ing complications. 

• Monitor  patients  every 
two  to  three  days  at  the  begin- 
ning of  warfarin  therapy  un- 
til International  Normalized 
Ratio  (INR)  is  stabilized 
(range:  2-3).  When  stabilized, 
monitor  at  least  every  two 
months. 


FIGURE  1 — Atrial  Fibrillation 


1 Low  stroke  risk:  age  <60  years  with  none  of  the  following:  previous  transient  ischemic 
attack/stroke,  hypertension,  diabetes  mellitus,  congestive  heart  failure,  echocardiogram 
with  left  atrial  enlargement,  or  global  left  ventricular  dysfunction. 

2 INR.  International  Normalized  Ratio  is  a measure  of  prothrombin  time  that  adjusts  for 
differences  in  thromboplastin  reagents  used  by  different  laboratories.  INRs  between  2 
and  3 are  currently  considered  optimal  for  atrial  fibrillation  patients. 


FIGURE  2 — Transient  Ischemic  Attack  (TIA)/Minor  Stroke 


1 This  algorithm  is  not  intended  to  be  a comprehensive  management  strategy  for  patients  with  TIA  or  minor  stroke. 


These  recommendations  are  drawn  from  Secondary  and  Tertiary  Pre- 
vention of  Stroke  Patient  Outcomes  Research  Team:  Seventh  Progress 
Report,  March  31,  1995,  David  B.  Matchar,  MD,  Principal  Investigator, 
at  Duke  University’s  Center  for  Health  Policy  Research  and  Education. 


Tennessee  Medicine  ~ September,  1996 


333 


• Check  patients  within  seven  days  after  beginning  or  end- 
ing medication  known  to  affect  warfarin  response. 

• Consult  drug  interaction  tables.  Many  classes  of  drugs 
such  as  antibiotics  and  anticonvulsants  (e.g.,  phenobarbital 
and  Tegretol)  can  interfere  with  anticoagulation. 

• If  possible,  refer  patient  to  an  anticoagulation  service 
for  ongoing  monitoring. 

Patients  with  Transient  Ischemic  Attack/ 
Minor  Stroke 

If  Symptoms  Suggest  Transient  Ischemic  Attack  or  Stroke 

• Determine  if  symptoms  are  consistent  with  carotid 
disease. 

• If  uncertain  of  diagnosis,  refer  to  a neurologist. 

• If  symptoms  are  consistent  with  carotid  disease,  evalu- 
ate with  noninvasive  tests  and/or  angiography  for  presence 
and  degree  of  stenosis. 

If  Carotid  Disease  Is  Confirmed,  Consider  Carotid 
Endarterectomy  (CE) 

• CE  is  most  cost-effective  for  treatment  of  patients  with 


high-grade  stenosis  (greater  than  70%  blockage)  and  tran- 
sient ischemic  attack  or  minor  stroke. 

• CE  is  not  cost-effective  for  patients  with  low-grade 
stenosis  (less  than  30%  blockage)  or  those  without  other  signs 
or  symptoms  consistent  with  high  risk  for  stroke. 

If  CE  Is  Indicated,  Send  Surgical  Candidates  to  Surgeons 
and  Hospitals  with  Low  Rates  of  Complications  for  CE 

• There  is  wide  variation  in  surgical  risk,  depending  on 
surgeon,  operating  team,  and  hospital. 

• Hospitals  should  be  encouraged  to  monitor  complica- 
tion rates  for  CE  to  promote  informed  decision  making  by 
patients  and  referring  physicians. 

Treat  Nonsurgical  Candidates  with  Aspirin  or  Ticlopidine 
Unless  Contraindicated 

• Patients  on  aspirin  should  use  an  enteric-coated  variety 
that  is  less  likely  to  be  associated  with  gastrointestinal  side 
effects. 

• Patients  on  ticlopidine  should  have  a neutrophil  count 
according  to  manufacturer  directions. □ 
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Trauma  Rounds 

Management  of  the  Pregnant  Patient 
With  Acute  Spinal  Cord  Injury 

Craig  R.  Nunn,  MD;  John  G.  Bass,  BA;  and  Virginia  A.  Eddy,  MD 


Introduction 

Traumatic  acute  spinal  cord  injury  (ASCI)  continues  to 
exert  a profound  and  long-term  medical,  social,  and  economic 
impact  on  the  estimated  200,000  to  250,000  existing  cases  in 
the  United  States.'  Although  a majority  of  these  injuries  are 
incurred  by  men,  30%  of  individuals  with  ASCI  are  women.2 
More  than  3,000  women  of  childbearing  age  sustain  ASCI 
each  year  in  the  United  States.3  Additionally,  women  with 
spinal  cord  injury  appear  to  remain  completely  fertile  and 
show  no  increased  risk  of  birth  defects  or  spontaneous  abor- 
tion.4 Consequently,  pregnancy  complicated  by  spinal  cord 
injury  is  neither  rare  nor  insignificant.  Optimal  management 
of  the  pregnant  patient  with  ASCI  involves  a number  of  im- 
portant factors  influencing  both  the  mother  and  the  fetus.  A 
clear  understanding  of  the  implications  of  pregnancy  in  the 
trauma  victim  is  essential  to  ensure  an  optimal  outcome  for 
both  patients.  Pregnancy  complicated  by  acute  quadriplegia 
highlights  several  of  these  issues. 

We  present  a case  of  a woman  in  her  second  trimester  of 
pregnancy  who  suffered  ASCI  from  blunt  trauma.  Important 
concerns  of  initial  and  long-term  management  are  discussed. 

Case  Report 

A 19-year-old  gravida  l,para0,  black  woman  at  21  weeks 
estimated  gestational  age  (EGA)  by  menstrual  dates  was  an 
unrestrained  driver  involved  in  a motor  vehicle  crash.  At  the 
scene,  she  was  amnestic  to  the  event  and  found  to  have  no  sen- 
sation or  motor  function  below  the  shoulders.  Her  back  and 
neck  were  immobilized,  and  after  a 30-minute  extrication, 
she  was  transported  by  ground  EMS  to  the  Vanderbilt  Univer- 
sity Medical  Center  emergency  department  (ED).  On  initial 
evaluation,  she  was  found  to  be  hemodynamically  stable  and 
alert.  Blood  pressure  was  126/47  mm  Hg,  heart  rate  101/min, 
and  respirations  20/min.  Oxygen  saturation  was  99%  on  40% 
Fi02by  face  mask.  Fetal  heart  tones  (FHT)  were  auscultated 
in  the  left  lower  abdominal  quadrant  at  a rate  of  130/min. 
Abdominal  examination  revealed  a gravid  uterus  to  the  level  of 


From  the  Division  of  Trauma/Critical  Care,  Vanderbilt  University 
Medical  Center,  Nashville. 


the  umbilicus.  The  bony  pelvis  was  stable  and  the  bimanual 
examination  demonstrated  no  blood  or  amniotic  fluid  and  no 
effacement  or  dilatation  of  the  cervix.  Neurologic  examination 
revealed  complete  sensory  and  motor  deficits  below  C-4.  The 
remainder  of  the  physical  examination  was  unremarkable. 

CT  of  the  abdomen  and  pelvis  was  unremarkable  except 
for  a normal  fetus  and  placenta.  Head  CT  showed  no  evi- 
dence of  intracranial  injury.  Cervical  spine  x-rays  and  CT 
scan  showed  C-4  and  C-5  fractures  with  a 40%  canal  com- 
promise. The  methylprednisolone  protocol  was  started  with 
a 30  mg/kg  bolus  administered  in  the  ED,  followed  by  a con- 
tinuous infusion  of  5.4  mg/kg/hr  for  the  ensuing  23  hours. 
High-risk  obstetric  consultation  was  obtained,  and  pelvic  ul- 
trasound confirmed  a viable  fetus  without  signs  of  abruptio 
placentae.  The  patient  remained  alert  and  hemodynamically 
stable  throughout  the  diagnostic  studies,  and  was  transferred 
to  the  surgical  intensive  care  unit  (ICU)  with  the  diagnosis  of 
C-5  compression  quadriplegia.  Adequate  alignment  was 
achieved  by  halo  ring  traction. 

On  post-injury  day  1,  her  respiratory  function  rapidly  de- 
teriorated and  she  was  orotracheally  intubated  and  placed  on 
ventilatory  support.  Her  heart  rate  was  1 1 8/min,  and  blood 
pressure  90/62  mm  Hg  after  intubation.  A pulmonary  artery 
catheter  and  arterial  line  were  also  placed  because  of  the  need 
for  continuous  volume  resuscitation  in  the  face  of  marginal 
urine  output  (0.5  cc/kg/hr),  and  3.5  liters  of  isotonic  crystal- 
loid boluses  during  the  first  24  hours.  A continuous  dopam- 
ine infusion  was  initiated  at  a rate  of  3 |xg/kg/min.  BUN  (8.0 
mg/dl),  creatinine  (0.6  mg/dl),  and  lactic  acid  levels  (1.5  mEq/ 
L)  all  remained  in  the  normal  range  throughout  her  resusci- 
tation. Her  preload  indices  (RVEDVI  78  cc/sq  m,  PAOP  8 
mm  Hg)  were  adequate,  and  her  hemodynamic  parameters 
were  consistent  with  high  quadriplegia  (SVRI  1,100  dyne 
sec/cc/sq  m.  Cl  5.2  L/min/sq  m).  Nutrition  was  provided  en- 
terally  and  adjusted  for  the  injury  and  pregnancy.  Low  mo- 
lecular weight  heparin  therapy  was  initiated  to  prevent  deep 
venous  thrombosis  and  pulmonary  embolus. 

The  patient  remained  alert  and  interested  in  the  progress 
of  her  pregnancy.  Her  pulmonary  insufficiency  worsened  over 
the  course  of  the  next  week  and  she  developed  a right  lower 
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lobe  infiltrate.  She  responded  well  to  antibiotic  therapy.  Be- 
cause of  continued  secretions  and  inadequate  spontaneous  tidal 
volumes,  the  patient  received  a percutaneous  tracheostomy  on 
hospital  day  1 1 . She  continued  to  do  well  and  was  transferred 
to  the  intermediate  care  unit  on  hospital  day  13.  Posterior  cer- 
vical spine  stabilization  was  carried  out  without  complica- 
tion on  hospital  day  17.  Over  the  ensuing  weeks,  the  patient 
developed  another  bout  of  pneumonia  ( Acinetobacter ).  She 
again  responded  to  antibiotic  therapy  and  aggressive  pulmo- 
nary toilet.  Her  pregnancy  progressed  normally,  and  at  32  weeks 
EGA  she  received  dexamethasone  to  accelerate  fetal  lung 
maturation.  Fetal  monitoring  continued  daily.  She  was  suc- 
cessfully weaned  from  the  ventilator  eight  weeks  post-injury. 

At  34  weeks  EGA  and  92  days  post-injury,  the  patient’s 
amniotic  membranes  ruptured,  and  she  had  an  uncomplicated 
vaginal  delivery  of  a healthy,  5 lb  3 oz  baby  boy  (Apgar  scores 
were  8,  9 at  1 and  5 minutes,  respectively).  Her  postpartum 
course  was  unremarkable.  She  received  a venacaval  filter 
under  ultrasound  guidance  and  was  transferred  to  a rehabili- 
tation facility  on  postpartum  day  5. 

Discussion 

The  earliest  accounts  of  paraplegic  and  quadriplegic 
women  giving  birth  established  the  ability  of  these  women  to 
carry  pregnancies  to  term.5  More  recent  experience  has  dem- 
onstrated that  women  with  paraplegia  and  even  quadriplegia 
may  have  normal,  spontaneous,  vaginal  delivery,  with  cesar- 
ean delivery  reserved  for  the  usual  obstetric  complications.6 
Although  the  neurologic  and  hemodynamic  consequences  of 
ASCI,  including  quadriplegia,  are  well  documented,  a num- 
ber of  problems  are  unique  to  the  management  of  the  preg- 
nant patient  with  both  the  acute  and  chronic  spinal  cord  injury. 

The  initial  management  of  the  trauma  victim  starts  with 
the  ABCs  as  defined  by  the  American  College  of  Surgeons’ 
ATLS  protocols.  All  attention  should  be  focused  toward  the 
evaluation,  resuscitation,  and  treatment  of  the  mother.7  There 
are  very  few  situations  in  which  deviation  from  the  ATLS 
protocol  is  indicated,  a rare  exception  being  trauma  in  the 
third  trimester  of  pregnancy,  when  a Doppler  ultrasound  for 
detection  of  FHT  should  be  included  in  the  primary  survey.8 
Recently,  Morris  et  al8  established  the  presence  of  FHT  to  be 
a simple,  rapid,  reproducible,  and  important  marker  of  fetal 
viability.  They  recommend  that  the  Doppler  assessment  of 
FHT  be  elevated  to  a component  of  the  primary  survey  per- 
formed on  trauma  patients  during  the  third  trimester  of  preg- 
nancy. In  most  circumstances,  the  support  of  maternal  life  is 
the  best  means  of  preserving  fetal  viability.  Notably,  once 
frank  shock  develops  in  the  mother,  fetal  survival  may  drop 
to  near  20%. 9 Appropriate  evaluation  includes  all  necessary 
radiographic  and  diagnostic  procedures.  Shielding  of  the  fe- 
tus is  appropriate  when  feasible,  although  indicated  diagnos- 
tic studies  should  not  be  eschewed  in  order  to  spare  the  fetus 


TABLE  1 

PHYSIOLOGIC  CHANGES  OF  PREGNANCY 


Parameter 

Direction 

Trimester  of 

Amount  of 

of  Change 

Max  Deviation 

Change 

Heart  Rate 

I' 

3 

1 5-20/min 

Blood  Pressure 

4/ 

2 

50% 

Cardiac  Output 

2,3 

30% -40% 

Hematocrit 

4, 

2 

10% 

WBC  Count 

T- 

3 

25%-100% 

possible  exposure  to  ionizing  radiation.10  The  greatest  risk 
for  inducing  anomalies  occurs  during  organogenesis  at  3 to 
16  weeks  gestation;  beyond  20  weeks,  the  risk  of  radiation- 
induced  fetal  abnormalities  is  low.11  In  the  case  of  blunt 
trauma,  cervical  spine  immobilization,  including  the  need  for 
log  rolling  and  transfer  on  a long  back  board,  should  be  ini- 
tiated at  the  accident  scene  by  EMS  and  continued  until  de- 
finitive operative  repair  or  treatment  is  undertaken. 

The  North  American  Spinal  Cord  Injury  Study  (NASCIS), 
a double-blinded,  placebo-controlled  trial,  demonstrated  the 
efficacy  and  safety  of  methylprednisolone  in  patients  with 
ASCI  from  blunt  trauma  when  treated  within  eight  hours  of 
the  injury.  Motor  and  sensory  improvement  was  seen  in  com- 
plete and  incomplete  cord  injury  (as  compared  to  placebo).12 
No  clear  data  have  been  presented  in  the  selected  subset  of 
pregnant  cord  injury  victims,  and  the  risk-benefit  ratio  of  treat- 
ment must  be  considered.  Since  steroids  are  frequently  given 
to  high-risk  fetuses  to  accelerate  fetal  pulmonary  development, 
the  high-risk  obstetrician  is  likely  to  approve  the  24-hour  me- 
thylprednisolone protocol  for  the  pregnant,  blunt  ASCI  patient. 

One  of  the  most  difficult  aspects  of  managing  the  preg- 
nant trauma  patient  revolves  around  the  interpretation  of  car- 
diovascular and  hematologic  parameters.  Significant  physi- 
ologic perturbations  occur  as  normal  pregnancy  progresses. 
Failure  to  recognize  and  understand  the  effects  of  these 
changes  can  lead  to  delays  in  the  treatment  of  the  pregnant 
trauma  victim..  The  pregnant  ASCI  patient  is  no  exception. 

Plasma  volume  expansion  begins  at  about  10  weeks  into  the 
pregnancy,  peaks  at  32  to  34  weeks,  and  reaches  145%  of  pre- 
gravid  levels  by  term.  Red  cell  mass  also  increases,  but  to  a 
lesser  extent  than  the  plasma  volume,  and  causes  a relative 
“physiologic  anemia”  of  pregnancy.  At  term,  normal  levels  of 
hemoglobin  and  hematocrit  are  12  gm/dl  and  36%,  respectively. 
The  relative  hypervolemia  of  pregnancy  has  a recognized  pro- 
tective effect  in  that  a 30%  to  35%  blood  volume  loss  can  occur 
prior  to  a change  in  the  heart  rate  and  blood  pressure.  However, 
this  extra  physiologic  reserve  means  that  once  a change  in 
the  vital  signs  takes  place,  a more  substantial  blood  loss  has 
occurred,  and  a larger  resuscitation  should  be  anticipated.10 

The  normal  values  for  heart  rate  and  blood  pressure  also 
change  throughout  pregnancy.  The  pulse  rate  increases  an 
average  of  15 /min  by  the  third  trimester.13  The  diminished 
systemic  vascular  resistance  associated  with  pregnancy  may 
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also  cause  systemic  blood  pressure  to  be  somewhat  lower 
than  normal,  especially  during  the  second  trimester.  Cardiac 
output  increases  30%  to  40%  as  early  as  10  to  12  weeks  gesta- 
tion, at  which  time  a 6-7  L/min  cardiac  output  is  normal  (Table 
1).  Hypercoagulability  is  also  seen  in  pregnancy  owing  to 
increased  levels  of  circulating  fibrinogen  and  factor  VIII.10 

Particular  to  the  case  of  the  ASCI  pregnant  victim  is  the 
difficulty  of  establishing  the  etiology  of  hypotension.  While 
high  spinal  cord  lesions  can  result  in  hemodynamic  derange- 
ments, including  neurogenic  shock,  the  possibility  of  hem- 
orrhage must  be  entertained  and  expeditiously  ruled  out  in 
every  trauma  victim.  Invasive  monitoring  with  a pulmonary 
artery  catheter  and  arterial  blood  pressure  monitoring  in  the 
surgical  ICU  is  appropriate  to  assist  in  the  evaluation  and 
treatment  of  the  often  confounding  hemodynamic  parameters. 
The  treatment  of  neurogenic  hypotension  involves  volume 
resuscitation  and  raises  the  question  of  the  safety  of  inotro- 
pic pressor  agents  such  as  dopamine.  Specific  concerns  about 
the  use  of  dopamine  during  pregnancy  have  been  addressed. 
Although  animal  studies  reveal  diminution  of  uterine  blood 
flow  (rates  5-20  p,g/kg/min)  by  as  much  as  29%, 14  other  re- 
ports have  failed  to  identify  adverse  effects  from  the  long-term 
use  of  dopamine  in  humans.15  Again,  the  risk-benefit  ratio  must 
be  assessed  in  the  decision  to  use  inotropic  agents. 

Additional  supportive  measures  include  aggressive  pul- 
monary toilet,  pressure  sore  precautions,  and  therapies  to 
minimize  the  occurrence  and  propagation  of  deep  venous 
thromboses  in  this  high-risk  population.  Of  extra  concern  is 
the  need  for  early  intubation  for  ventilatory  support.  These 
patients  are  likely  to  have  difficult  airways  due  to  the  oropha- 
ryngeal edema  associated  with  pregnancy.  This  edema,  com- 
pounded by  the  cervical  spine  instability,  lends  credence  to 
the  idea  that  early  intubation  will  minimize  the  risk  and  anxi- 
ety attendant  in  establishing  such  a difficult  airway. 

Although  the  injury  to  the  patient  may  not  directly  affect 
the  fetus,  maternal  hemodynamic  instability  may  result  in 
fetal  distress  or  demise.  Consideration  of  fetal  monitoring 
must  begin  with  the  assessment  of  fetal  viability.  There  is  no 
point  in  monitoring  a fetus  that  cannot  survive  the  extrauterine 
environment.  An  EGA  of  26  to  28  weeks  is  generally  consid- 
ered the  limit  of  fetal  viability,  although  this  remains  a point 
of  intense  debate.  For  gestation  prior  to  fetal  viability,  peri- 
odic assessment  of  FHT  is  sufficient  to  confirm  a living  fe- 
tusA10  More  frequent  assessment  and  confirmation  of  FHT 
serves  mainly  to  alleviate  apprehension  of  the  staff.  Beyond  the 
20th  week,  obstetric  consultation  is  recommended  to  assess 
the  patient  for  uterine  contractions  and  FHT.10 

There  are  several  problems  specific  to  the  spinal  cord  in- 
jured patient  in  labor.  These  include  the  inability  to  feel  uterine 
contractions,  failure  to  recognize  rupture  of  the  amniotic  mem- 
branes, and  most  important,  autonomic  hyperreflexia  (AH). 

Autonomic  hyperreflexia  or  autonomic  dysreflexia  are 


among  the  more  frequent  and  potentially  morbid  complica- 
tions of  spinal  cord  injured  women  in  labor.  First  described 
in  1917  by  Head  and  Reddoch,16  AH  occurs  in  as  many  as 
two-thirds  of  women  with  lesions  above  the  T-6  level  and 
frequently  occurs  secondary  to  distention  of  the  bladder,  rec- 
tum, or  cervix.  AH  results  from  a massive,  uncontrolled  sym- 
pathetic and  parasympathetic  discharge.  The  underlying  prob- 
lem is  a loss  of  hypothalamic  inhibition  of  sympathetic  spinal 
reflexes.  AH  may  occur  with  partial  or  complete  spinal  cord 
injury,  and  leads  to  severe  vasoconstriction.17  Signs  and  symp- 
toms of  AH  include  severe  hypertension,  headache,  respira- 
tory distress,  bradycardia,  tachycardia,  paresthesias,  diaphore- 
sis, flushing,  and  piloerection.  Typically,  during  labor  the 
symptoms  of  AH  peak  with  the  uterine  contractions  and  re- 
solve during  periods  of  uterine  relaxation.  Uteroplacental 
vasoconstriction  can  result  in  fetal  hypoxia  and  distress.  There 
is  a broad  range  in  the  severity  of  AH,  and  the  symptoms  abate 
completely  postpartum.  In  susceptible  patients,  epidural  anes- 
thesia is  effective  in  blocking  AH  induced  by  labor.2  Close  he- 
modynamic monitoring  of  the  patient  and  continuous  fetal 
monitoring  are  essential,  and  cesarean  delivery  may  be  required 
to  alleviate  the  most  severe  manifestations  of  AH.17 

In  conclusion,  the  management  of  a pregnant  woman  with 
spinal  cord  injury  is  complicated  and  requires  a multidisciplin- 
ary, team-oriented  approach.  Recognition  and  early  interven- 
tion of  problems  unique  to  this  select  patient  population  should 
result  in  the  optimal  outcome  of  the  mother  and  the  fetus.  In 
this  case,  the  trauma  team,  surgical  intensivists,  neurosurgeons, 
high  risk  obstetricians,  pediatricians,  rehabilitation  personnel, 
and  social  workers  provided  the  necessary  support  and  plan- 
ning to  bring  this  tragedy  to  its  optimal  conclusion. □ 
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The  Journal 


V anderbilt  Morning  Report 

Low  Back  Pain  with  Progressive  Weak- 
ness: A Case  of  Cauda  Equina  Syn- 
drome from  Lumbar  Disc  Herniation 


Case  Report 

A 65-year-old  white  man  came  to  the  Vanderbilt  Internal 
Medicine  Clinic  complaining  of  low  back  pain  and  progres- 
sive weakness.  The  low  back  pain  began  two  to  three  weeks 
earlier,  without  obvious  precipitating  mechanical  injury.  A 
chiropractor  made  adjustments  on  two  occasions,  but  x-rays 
taken  at  the  chiropractor’s  office  were  negative  by  the  patient’s 
report.  Ten  days  before  presentation  he  noted  some  leg  weak- 
ness, worsening  pain  with  radiation  down  both  legs,  and  in- 
ability to  walk  without  assistance,  and  one  week  prior  to  ad- 
mission he  presented  to  a local  emergency  department  (ED) 
with  pubic  pain  and  inability  to  urinate.  He  was  catheterized 
(in  and  out)  and  given  antibiotics  for  prostatitis,  but  the  fol- 
lowing day  he  returned  to  the  ED  where  a permanent  Foley 
catheter  was  placed.  He  entered  the  clinic  in  a wheelchair 
with  the  Foley  catheter  in  place.  His  past  medical  history 
showed  a myocardial  infarction  in  the  early  1970s  (25  years 
previously)  and  an  unspecified  cardiac  arrhythmia  treated  with 
quinidine  since  the  late  1970s.  He  had  stopped  smoking  ciga- 
rettes in  the  1970s,  and  he  was  otherwise  healthy.  His  medi- 
cations included  an  antibiotic  and  quinidine.  The  vital  signs 
included  temperature  98.3°F,  pulse  101/min,  respiratory  rate 
20/min,  and  blood  pressure  160/100  mm  Hg.  The  directed 
physical  examination  revealed  a well-nourished  man  sitting 
in  a wheelchair  and  in  no  acute  distress.  There  was  no  ten- 
derness to  palpation  along  the  thoracic  or  lumbar  spine.  His 
mental  status  appeared  normal.  His  upper  extremities  had 
normal  strength,  sensation  and  reflexes,  and  his  cranial  nerves 
were  intact.  Lower  extremity  examination  revealed  4/5  bilat- 
eral hip  flexor  and  knee  extensor  strength,  and  0-1/5  strength 
of  the  ankle  flexors  and  extensors  bilaterally.  Patellar  reflex 
was  1+  on  the  left  and  3+  on  the  right.  Sensory  examination 
was  normal  below  the  knees,  but  he  had  decreased  light  touch 
and  pin  prick  sensation  on  the  anterior  thighs  and  perianal 
region.  An  emergency  MRI  (requiring  general  anesthesia 
because  of  severe  back  pain)  revealed  a large  symmetric  disc 


Presented  by  Anderson  Spickard  111,  MD,  assistant  professor  of 
medicine,  and  Jeannine  Z.  P.  Engel  MD,  primary  care  chief  medical 
resident,  Vanderbilt  University  Medical  Center,  Nashville. 


herniation  at  the  L3-4  level.  A diagnosis  of  cauda  equina  syn- 
drome was  established,  and  emergency  surgery  was  per- 
formed the  same  day. 

Discussion 

The  cauda  equina  begins  around  the  first  lumbar  vertebra 
in  adults,  and  consists  of  the  lumbar  and  sacral  anterior  and 
dorsal  nerve  roots  contained  in  the  thecal  sac.  They  traverse 
the  spinal  canal  distally,  exiting  via  the  neural  foramina  at 
the  appropriate  level.  All  of  these  nerve  roots  are  in  close 
proximity  and  are  therefore  prone  to  collective  injury.  The 
cauda  equina  nerve  roots  carry  the  sensory  and  motor  inner- 
vation for  the  major  portion  of  the  lower  extremities,  the  pel- 
vic floor,  and  the  sphincters.  They  are  also  responsible  for 
autonomic  innervation  of  these  areas,  including  bowel  and 
bladder  control. 

Injury  to  the  cauda  equina  is  usually  caused  by  compres- 
sion, most  commonly  by  spinal  neoplasms,  specifically 
ependymomas.  Schwannomas  and  metastatic  disease  can  also 
occur,  while  lipomas  and  teratomas  are  much  more  rare. 
Nonneoplastic  compression  can  result  from  spinal  stenosis 
or  herniated  lumbosacral  discs.  Most  (90%)  herniated  discs 
occur  at  either  L4-5  or  L5-S1 , while  the  L3-4  disc  (as  in  our 
patient)  accounts  for  only  2%  to  5%  of  all  herniations.1 
Herniation  most  commonly  occurs  in  the  posterolateral  di- 
rection, resulting  in  single  nerve  root  compression.  A large 
centromedial  herniation  must  occur  to  compress  the  cauda 
equina.  Noncompressive  causes  include  spinal  arachnoiditis, 
epidural  abscess,  or  ischemia. 

The  symptomatology  of  the  cauda  equina  syndrome  re- 
sults from  dysfunction  of  the  various  components  of  the  lum- 
bar and  sacral  nerve  roots,  and  usually  consists  of  low  back 
pain,  saddle  anesthesia,  sphincter  dysfunction,  and  motor 
weakness.  Neurologic  findings  are  not  confined  to  a single 
nerve  root,  are  usually  bilateral,  and  may  be  asymmetric. 
Urinary  incontinence  is  a consequence  of  retention  with  over- 
flow leakage.  Fecal  incontinence  results  from  loss  of  rectal 
sphincter  tone.  Bilateral  sciatica  is  a distinguishing  feature 
of  cauda  equina  compression  resulting  from  lumbar  disc 
herniation. 


338 


Tennessee  Medicine  ~ September,  1996 


The  treatment  of  the  cauda  equina  syndrome,  regardless 
of  etiology,  is  surgical  decompression.  Removal  of  the  of- 
fending material  must  be  done  as  soon  as  possible  after  symp- 
toms begin.  One  study2  looked  retrospectively  at  14  patients 
with  cauda  equina  syndrome  from  lumbar  disc  herniation. 
All  cases  were  from  a single  major  medical  center,  and  all 
patients  received  similar  surgical  intervention.  Most  herni- 
ations occurred  at  L4-5,  followed  by  L5-S 1 and  L3-4.  All  but 
one  patient  had  urinary  incontinence  in  addition  to  other  pre- 
senting symptoms.  The  time  to  surgery  was  less  than  48  hours 
in  seven  patients  (early  intervention)  and  ranged  from  three 
days  to  one  month  in  the  other  seven  (delayed  intervention). 
When  outcomes  were  measured  at  six  months  to  three  years 
after  surgery,  all  of  the  patients  in  the  early  intervention  group 
had  only  residual  low  back  pain,  or  were  completely  normal. 
Of  the  seven  patients  with  delayed  therapy,  two  were  nor- 
mal, four  had  residual  incontinence  or  impotence,  and  four 
had  residual  weakness  or  numbness.  The  cauda  equina  syn- 
drome, like  epidural  abscess  and  other  cord  compression  syn- 
dromes, should  be  considered  a surgical  emergency. 


This  case  raises  one  interesting  question.  Does  chiropractic 
manipulation  lead  to  lumbar  disc  herniation  or  cauda  equina 
syndrome?  Information  in  the  medical  literature  is  confined 
to  one  review  article.  Haldeman  and  Rubinstein1  reviewed 
the  literature  from  191  1 to  1989  and  found  ten  reported  cases 
of  cauda  equina  syndrome  in  patients  having  had  spinal  ma- 
nipulation without  anesthesia.  The  authors  attempted,  but 
failed,  to  find  additional  cases  from  discussion  with  local 
surgeons,  chiropractic  colleges,  and  practicing  chiropractors. 
A prospective  evaluation  of  2,000  patients  treated  at  a 
chiropractic  college  revealed  no  major  complications.  Finally, 
their  review  of  malpractice  cases  against  chiropractors  re- 
vealed only  three  additional  cases.  They  concluded,  there- 
fore, that  cauda  equina  syndrome  is  an  extremely  rare  com- 
plication of  chiropractic  manipulation. □ 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 

As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

800-USA-ARMY 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greenville,  Nashville,  Memphis, 
Bolivar  and  Arlington.  Salary  potential  up  to  $140,000  based  on  specialty  and  experience. 
Preferred  specialty  in  Psychiatry,  Internal  Medicine,  or  Family  Practice,  will  consider  other 
specialties. 

SEND  RESUME  OR  CONTACT 

Mike  Flynn,  Superintendent 
* Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-  5396 

Lee  Thomas,  Superintendent 
*Lakcshorc  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
FAX:  (423)  450-5203 

Max  Jackson,  Superintendent 
* Arlington  Developmental  Center 
1 1293  Mcmphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Russell  Vatter,  Superintendent 
*Moccasin  Bend  Mental  Health  Inst. 
1 00  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  265-2271 
FAX:  (423)  785-3333 

Stanley  Lipford,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

Highway  64  West 

Bolivar,  TM  38074 

Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Elizabeth  Littlefield,  Superintendent 
*Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
FAX  (901)  658-2783 

Robert  Erb,  Superintendent 
*Grccne  Valley  Developmental  Center 
P.O.Box  910 " 

Grecneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Elizabeth  Banks,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 
FAX:  (901)  543-6055 

Joe  Carobcnc,  Superintendent 
*Middlc  TN  Mental  Health  Institute 
22 1 Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  902-7532 
FAX:  (615)  902-7541 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
FAX:  (615)  741-4567 

These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults 
who  have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional 
liability  coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to 
salary,  academic  affiliations,  work  with  an  excellent  team  of  professionals,  and  financial 
assistance  with  job  interviews  and  relocation  expense. 
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News  and  Views 


TMA  Alliance  Report 


Accomplishments  of  a Healthy  Organization 

After  the  AMAA  Annual  Convention  in  Chicago  in  June, 
members  of  the  TMA  Alliance  should  be  holding  their  heads 
high.  Many  of  our  year-long  efforts  were  recognized  and  ap- 
plauded. Because  our  motto  is  “Physicians’  spouses  dedicated 
to  the  health  of  America,”  we  were  especially  proud  to  receive 
the  HAP  (Health  Awareness  Promotion)  award  for  a medical 
society  and  alliance-sponsored  Health  Education  Project.  The 
combined  efforts  of  the  Chattanooga-Hamilton  County  and  the 
Bradley  County  Medical  Society  Alliances  sponsored  the  “Liv- 
ing With  the  Enemy”  photo  exhibit  depicting  the  horrors  of  do- 
mestic abuse.  The  project  was  organized  and  directed  by  Connie 
Stohler  of  Chattanooga  and  Vanessa  Clark  of  Cleveland.  The 
alliances  also  invited  Denise  Brown,  sister  of  Nicole  Brown 
Simpson,  to  keynote  a public  forum  on  the  photo  exhibit’s  open- 
ing day.  This  project  was  well  publicized,  and  the  events  were 
well  attended. 

Our  TMA  Alliance  also  received  national  recognition  in  the 
area  of  membership.  The  Overton  County  Medical  Society  Al- 
liance was  recognized  as  a newly  federated  county  alliance.  To 
this  new  member  of  our  TMA  Alliance  family  we  say,  “Con- 
gratulations and  welcome  aboard!”  Our  good  wishes  to  Helen 
Weissinger,  president  for  1 996-97,  and  to  all  who  join  this  group. 

Also  in  the  area  of  membership,  we  had  six  county  alliances 
receiving  awards  for  substantial  increases  in  membership:  Henry- 
Carroll  with  122%,  Lakeway  (Grainger,  Hamblen,  Hancock, 
Jefferson)  with  500%  (WOW!),  Northwest  (Dyer,  Lauderdale) 
with  1 10%,  Obion  with  145%,  Rutherford/Stones  River  (Can- 
non) with  113%,  and  West  Tennessee  Consolidated  (Carroll, 
Chester,  Crockett,  Payette,  Gibson,  Hardeman,  Haywood, 
Henderson,  McNairy,  Madison)  with  109%.  We  value  our  mem- 
bers and  look  upon  our  membership  as  a source  of  personal 
support,  a means  of  sharing  concerns  about  medical  issues,  and 
an  instrument  for  promoting  better  health  in  our  communities. 

We  received  awards  in  the  areas  of  health  promotions  and 
membership,  but  that’s  not  all!  Lor  the  1 1th  consecutive  year, 
the  TMAA  made  the  greatest  contribution  to  AMA-ERF  of  any 
state.  Three  Tennessee  county  alliances — Hamilton,  Knox,  and 
Shelby — received  awards  for  the  greatest  contributions  by  coun- 
ties. The  total  contribution  from  Tennessee  for  1995-96  was 
$187,701.  Why  do  we  repeatedly  support  AMA-ERF  in  such  a 
grand  manner?  Is  it  simply  because  it’s  such  a worthy  cause, 
and  we’re  generous  and  good-hearted?  Is  it  our  pride  in  our 
medical  schools,  or  is  it  because  of  the  cooperative  efforts  be- 
tween physicians  and  our  universities?  Yes — to  all  of  the  above! 

And  just  in  case  we  haven’t  tooted  our  horn  sufficiently,  we 
have  another  matter  to  crow  about.  Our  own  Johnnie  Amonette 
of  Memphis  is  president-elect  of  the  AMA  Alliance  for  1996- 
97.  So  get  ready  for  a special  reception  in  her  honor  at  next 
year’s  annual  convention  when  she  becomes  president! 

In  her  inaugural  address,  Sandra  Mitchell,  AMAA  president 
for  1996-97,  stated  that  her  primary  focus  during  this  next  year 
will  be  expanding  and  strengthening  the  Alliance’s  SAVE  (Stop 
America’s  Violence  Everywhere)  initiative.  Mitchell  said  that 
the  greatest  gain  from  her  alliance  involvement  has  been  the 


amount  of  education  she  has  received,  and  the  ability  to  trans- 
late it  into  community  action.  In  addition  to  the  many  SAVE 
projects  already  planned,  she  encouraged  local  medical  societ- 
ies and  alliances  to  join  in  an  effort  to  unite  the  medical  com- 
munity in  its  fight  against  violence  and  abuse  in  a campaign 
called  SAVE-A-SHELTER.  Beginning  on  Oct.  9,  1996,  physi- 
cians and  their  spouses  are  urged  to  adopt  an  abuse  shelter,  tran- 
sition home,  rape  crisis  center,  or  other  establishment  serving 
victims  and  their  children. 

Concerning  another  emphasis  during  her  year  as  president, 
Mitchell  says,  “I’m  trying  to  encourage  the  ‘family  of  medi- 
cine’ concept — that  the  issues  affecting  the  AMA  are  the  same 
ones  that  affect  physician  spouses.  What  our  members  do  best 
is  take  the  initiatives  and  concerns  of  the  AMA  and  put  those 
into  action  in  the  community.  There’s  a wonderful  alliance  be- 
tween medical  societies  and  alliances.  They  approach  issues 
from  their  professional  view,  and  the  alliances  look  at  the  is- 
sues as  an  action  program  to  take  to  the  community  and  make 
the  initiatives  happen.”  Through  this  cooperative  effort,  we  can 
accomplish  much  within  our  family  of  medicine,  as  well  as  in 
our  communities. 

Mary  Morgan 

TMAA  Health  Promotions  Chairman 


Letters  to  the  Editor 


There  Are  Better  Ways  To  Help  These  Children 

To  the  Editor: 

Your  editorial  comments  about  mental  health  “consumers” 
prompts  me  to  comment.1 1 liked  what  you  said  and  the  way  that 
you  said  it.  In  your  editorial  you  asked,  “tell  me  how  one  con- 
sumes mental  health  . . . Who  is  this  mental  health  consumer, 
and  how  does  she  do  it?  Does  she  suck  it  vampire-like  out  of 
her  charge?  . . . For  her  to  consume  it  she  must  have  a supplier.” 

Now  for  a comment  about  my  own  perspective.  Along  with 
many  other  professionals,  I believe  mental  problems  and  physi- 
cal problems  are  intimately  related.  The  brain  isn't  segregated 
in  a bony  box  on  top  of  one’s  body.  Instead,  it’s  connected  to  all 
other  parts  including  the  gastrointestinal  system. 

Many  children  today  are  troubled  by  “mental”  symptoms 
including  the  attention  deficit/hyperactivity  disorder.  The  most 
popular  current  treatment  espoused  by  professions  features 
medication — especially  Ritalin.  Too  often  diet  is  ignored  even 
though  many  reports  in  the  peer-reviewed  journals  document 
the  diet  behavior  relationship. 

If  an  automobile  jumps  and  jerks,  gets  only  about  six  miles 
to  a gallon  of  gasoline  and  puts  out  blue  smoke,  wouldn't  you 
check  on  the  type  of  fuel  in  the  gas  tank?  The  same  principle 
should  hold  true  in  helping  children  who  are  mental  health 
“consumers.” 

Readers  of  Tennessee  Medicine  who  would  like  additional 
information  can  obtain  it  from  the  IRS-approved  International 
Health  Foundation,  R0.  Box  3494,  Jackson,  TN  38303-3494. 

William  G.  Crook.  MD 
680  W.  Forest  Ave. 

Jackson,  TN  38301 

1.  Thomison  JB:  On  providing  and  consuming.  Term  Med  89:231,  1996. 
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in  Memoriam 


Thomas  Kelly  Ballard  Jr.,  age  76.  Died  July  9,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of  Con- 
solidated Medical  Assembly  of  West  Tennessee. 

Harry  Cowan  Moss  Jr.,  age  71.  Died  July  6,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Wash- 
ington-Unicoi-Johnson  County  Medical  Association. 

Paul  Elliot  Perlman,  age  46.  Died  June  22,  1996.  Graduate  of 
State  University  of  New  York  College  of  Medicine.  Member  of 
Sullivan  County  Medical  Society. 

CORRECTION 

In  the  July  issue  of  Tennessee  Medicine , where  we  reported  the 
death  of  James  T.  Hayes,  we  incorrectly  listed  his  medical  school. 
Dr.  Hayes  graduated  from  the  University  of  Tennessee  College 
of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Daniel  W.  Cotten,  MD,  Maryville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Phillip  H.  Bourne,  MD,  Nashville 
Denise  M.  Buntin,  MD,  Hermitage 
Francis  B.  Dove  Jr.,  MD,  Nashville 
Cornelia  R.  Graves,  MD,  Nashville 
Richard  C.  Huddleston,  MD,  Nashville 
Meredith  R.  Lentz,  MD,  Nashville 
Gary  D.  Olbrich,  MD,  Nashville 


William  O.  Richards,  MD,  Nashville 
L.  Anderson  Walker  III,  MD,  Nashville 
Craig  Wierum,  MD,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Stephen  P.  Combs,  MD,  Kingsport 
Gamal  S.  Eskander,  MD,  Sparta 
Darlene  B.  Litton,  MD,  Kingsport 
Due  Q.  Vu,  MD,  Kingsport 


Board  of  Medical  Examiners 


Minutes  - June,  1996 

Name:  John  Annins,  MD  (Wichita,  KS) 

Violation:  Disciplinary  action  taken  by  another  state. 

Action : License  suspended  pending  reinstatement  in  Kansas. 

Name:  Gabriel  O.  Itaro,  MD  (Chattanooga) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; gross  malpractice  or  a pattern  of  continued  or  repeated 
malpractice,  ignorance,  negligence,  or  incompetence  in  the 
course  of  medical  practice;  making  false  statements  or  repre- 
sentations or  being  guilty  of  fraud  and  deceit  in  the  practice  of 
medicine. 

Action:  Per  agreed  order,  license  revoked. 

Name:  Yutaka  Kato,  MD  (Atlanta,  GA) 

Violation:  A pattern  of  continued  ignorance,  negligence,  or 
incompetence  in  the  course  of  medical  practice. 

Action:  License  restricted,  prohibited  from  the  personal  use 
of  diagnostic  fluoroscopy  in  any  manner;  license  placed  on  pro- 
bation for  two  years;  must  obtain  100  hours  of  continuing  medi- 
cal education  credits  within  the  next  two  years;  assessed  civil 
penalties  totalling  $8,000. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  June,  1996.  This  list,  supplied 
by  the  AMA,  does  not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two,  or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of  Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1;  for  the  three-year  award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1.  Each  application  for  the  PRA  must  also  verify  participation  in  Category  2 CME  activities. 


Harry  Baer,  MD,  Nashville 
Lana  S.  Beavers,  MD,  Shelbyville 
Raymond  M.  Brewer,  MD,  Collierville 
Edward  P.  Caldwell,  MD,  Memphis 
Jill  F.  Chambers,  MD,  Nashville 
John  E.  Chapman,  MD,  Nashville 
Richard  C.  Cole,  MD,  Decherd 
Yvette  G.  Crabtree,  MD,  Nashville 
Mark  P.  Freeman,  MD,  Brentwood 
Chet  M.  Gentry,  MD,  Sparta 
Bruce  M.  Gipson,  MD,  Shelbyville 


Jean  P.  Gray,  MD,  Jackson 
Joel  T.  Hargrove,  MD,  Columbia 
Robert  L.  Harrington,  MD,  Dyersburg 
James  W.  Jackson,  MD,  Dickson 
Robert  L.  Jackson,  MD,  Memphis 
Wayne  Y.  Kim,  MD,  Chattanooga 
Michael  D.  Kropilak,  MD,  Knoxville 
Anthony  G.  Lyon,  MD,  Knoxville 
H.  Lynn  Magill,  MD,  Memphis 
Joe  M.  Mazzolini,  MD,  Cleveland 
James  O.  Miller,  MD,  Madison 


John  T.  Moore,  MD,  Cookeville 
Thomas  F.  O ’Brien,  MD,  Memphis 
Elsie  P.  Ollapally,  MD,  Madison 
Michael  L.  Reeves,  MD,  Chattanooga 
R.  Henry  Richards,  MD,  Bristol 
Michael  B.  Seshul,  MD,  Nashville 
Stanley  S.  Snow,  MD,  Nashville 
David  V.  Willbanks,  MD,  Morristown 
Jonathan  D.  Woody,  MD,  Chattanooga 
David  M.  Ziebarth,  MD,  Cordova 
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CME  Opportunities 

TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct.  18-19  Laryngeal  Video  Endostroboscopy  Workshop 
Nov.  13-16  2nd  Neonatology  Symposium — Asheville,  N.C. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Oct.  4 Asthma  Conference 

Oct.  4-5  College  of  Medicine  Alumni  Weekend 

Oct.  9-10  Loss  Prevention  Seminar — Johnson  City 
Oct.  1 1 13th  Forum  on  Child  Health  AIDS  in  Children:  Up- 
date on  Progress 

Oct.  29  Loss  Prevention  Seminar — Gatlinburg 
Nov.  1-2  1 5th  Gynecological  Surgery  Seminar 

Nov.  4-8  Advances  in  Medicine — Maui,  Hawaii 
Jan.  9-11  High  Risk  Perinatal  Seminar 

Feb.  17-20  Update  in  Obstetrics  & Gynecology — Grand  Cay  men 
Island 

Feb.  23-28  Clinical  Medicine — Kauai,  Hawaii 
March  6-8  Symposium  on  Critical  Care  & Emergency  Medi- 
cine— Hot  Springs,  Ark. 

March  8- 1 5 Current  Issues  in  OB/GYN — Snowmass  Village,  Colo. 
March  16-22  30th  Review  Course  for  the  Family  Physician 
June  6-7  1997  General  Surgery  Update 

Knoxville 

Oct.  11-12  Molecular  Genetics- — Clinical  Applications  for  Pri- 
mary Care 


Oct.  13-16 
Oct.  18-19 
Oct.  28-30 
Nov.  6-8 
Nov.  15-16 
Dec.  3-5 
April  23-25 
June  6-10 
June  12-14 


1 8th  Obstetric  Office  Ultrasound  Workshop 

1 st  Pediatric  Trauma  Conference 

16th  Smoky  Mountains  Ob/Gyn  Seminar — Gatlinburg 

Advanced  Cardiac  Life  Support  Course 

New  Concepts  in  the  Treatment  of  Cardiac  Disorders 

Perinatal  Update  ’96 — Gatlinburg 

20th  Family  Practice  Update  & Review — Gatlinburg 

13th  Alzheimer’s  Disease  Symposium — Gatlinburg 

42nd  Great  Smoky  Mountains  Pediatric  Seminar — 

Gatlinburg 


Chattanooga 

Oct.  17-18  Aging  Patient 

Oct.  26  Evaluation  and  Management/Chart  Documentation 

Dec.  5-6  Cardiology 

March  7-8  Allergy  & Immunology 

March  20-21  Pediatrics 

June  18-21  Family  Medicine 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave„  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph  D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 

(615)  383-6321  • Fax  (615)  385-9777 
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RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersville,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 


CHIEF  OF  PATHOLOGY 

Large,  teaching  hospital  in  South  Central  US  seeking 
a Chief  of  Pathology.  BC  Pathologist  with  hospital  ad- 
ministrative and  private  practice  experience;TQM/CQI 
experience  required. 

Contact  Glenn  Singer,  MD  and/or  Marty  Albright  at 
(214)  739-1 370;  FAX  (214)  739-8661 ; Witt/Kieffer,  Ford, 
Hadelman  & Lloyd,  8117  Preston  Road,  Suite  690, 
Dallas,  TX  75225. 


Emergency  Coverage  Corporation 
has  full-  and  part-time 
opportunities  in 
Georgia  and 
Virginia 


Chestatee 

Regional  Hospital  in  VDahlonegS 
Dahlonega,  Georgia  is  tucked 
in  the  beautiful  mountains  of 
the  northeast  part  of  the  state 
and  is  only  45  minutes  from 
Atlanta.  Chestatee  has  an 
approximate  annual  patient  volume  of  8,000. 

St.  Mary's  Hospital  in  Norton,  Virginia  and  Lee  County 
Community  Hospital  in  Pennington  Gap,  Virginia  are 
located  near  Kingsport,  Tennessee  and  offer  good  schools 
and  a reasonable  cost  of  living.  Approximate  annual 
patient  volumes  are  12,000  and  18,000  respectively. 

Emergency  Coverage  Corporation  is  a physicians  man- 
agement group  located  in  Knoxville,  Tennessee.  We  pro- 
vide flexible  scheduling,  no  on-call,  competitive  com- 
pensation and  paid  malpractice  insurance. 


For  more  information  about 
these  opportunities,  call 
Jackie  Thurman  at 

1 -800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 


J 


EMERGENCY  MEDICINE  OPPORTUNITIES 


Ed 


Tennessee 

v H B- 
K . B- 


ffi  Ed 


Paid  Malpractice  with  Extended 
Coverage 

Continuing  Medical  Education 
(Tuition  Free) 

Independent  Contractor  Status 
Discounted  Disability  Coverage 
(30%  Off  Premiums) 

No  Restrictive  Covenants  in 
Physician  Agreements 


Please  call  Sherri  Fischhaber 
at  800-874-4053 

STERLING 

HEALTHCARE  GROUP 


In-house  Program  needs 
Physicians  to  Watch 
the  Leaves  Change 

Team  Health  currently  has  opportunities  for  Board 
Certified  internists  and  family  practitioners  for  a new 
In-house  Program  in  the  Knoxville  area  — just  in 
time  to  witness  the  beautiful  fall  colors  of  the  Great 
Smoky  Mountains. 

Team  Health  combines  only  the  highest  quality 
physicians,  physician  assistants  and  nurse  practitioners 
with  an  excellent  support  staff  of  healthcare  profes- 
sionals dedicated  to  providing  superior  service  in 
the  communities  we  serve.  Team  Health  provides 
competitive  compensation,  flexible  scheduling  with 
no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these  opportunities, 
stop  by  our  Booth  # 3439  at  the  A AFP 
Convention  or  call  Terri  Hancock  at 

1-800-818-2915 

TEAM 

HEALTH 

T 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

RADIOLOGY  ASSOCIATE  wanted  for  progressive  North  Missis- 
sippi City  of  15,000.  New  hospital  renovation  including  X-Ray 
Department.  New  color  ultrasound,  spect  gamma  camera,  GE 
Highlight  advantage  CT  and  mobile  GE  0.5  Signa  MR.  Excellent 
recreation  (boating,  fishing,  hunting,  golf,  tennis,  etc.).  Good 
schools.  FAX  C V to  (601)  226-3149. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Helvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  call  Anne  Helvey,  Director  of  Physician 
Services  (423)  854-5805. 


POSITION  WANTED 

SEMI-RETIRED  RADIOLOGIST  is  available  for  locum  tenens. 
Many  years  experience  as  Department  Chairman  in  a busy 
hospital.  Experienced  in  all  modalities  including  mammography, 
nuclear  medicine,  angio  and  interventional,  CT,  MRI,  and  ultra- 
sound. References  furnished.  Please  mail  request  to  COA-100, 
c/o  Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  primary  care  physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 
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Emergency  Medicine  Opportunities 

Full  and  Part-Time  Opportunities  in: 

• West  Memphis  • Helena 

•VanBuren  • Mena 

WE  OFFER:  Competitive  Remuneration, 
Occurrence  Malpractice  & Flexible  Hours 

For  more  information  on  these  and  other 
opportunities  in  Arkansas  please  contact: 
Tom  Kubiak  800-325-2716  or 
FAX  CV  to  Tom  at  314-919-8920. 


Team  Health  has  Immediate  Opportunities: 


Medical  Directorships  & Clinical  Opportunities 

Springfield  — Northcrest  Medical  Center  is  a newly  constructed 
facility  with  an  approximate  annual  patient  volume  of  19,000. 
Located  only  45  minutes  north  of  Nashville,  the  area  offers 
numerous  recreational  activities. 

Greeneville  — Laughlin  Memorial  Hospital  is  a new  facility  with  a 
10-bed  ED  and  a separate  triage  room.  Physician  Assistant  double 
coverage  is  provided  on  Saturday  and  Sunday,  and  the  approx- 
imate annual  patient  volume  is  18,000. 

Kingsport  — Indian  Path  Hospital  has  an  approximate  annual  patient 
volume  of  23,000,  and  double  coverage  is  provided  on  the  weekends. 
The  thriving  economy,  reasonable  cost  of  living,  cultural  and 
recreational  activities  and  temperate  climate  all  combine  to  make  it  one 
of  the  top  25  most  livable  metropolitan  areas  in  the  United  States. 

Clinical  Opportunities 

Sevierville  — Fort  Sanders  Sevier  has  PA  double  coverage  and  a 
PA  staffed  fast-track.  The  facility  is  located  10  minutes  from  the 
outlets  of  Pigeon  Forge  and  the  skiing  in  Gatlinburg,  and  it  is  only 
40  minutes  from  downtown  Knoxville. 

Team  Health  offers  competitive  compensation,  flexible  scheduling 
with  no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these  opportunities,  visit 
our  Booth  if 638  at  the  National  ACEP  Convention 
or  call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-909-8366 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 


| The  U.S.  Army  Health  Professions 
j Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE: 


List  of  Advertisers 

Airborne  Express 323 

Astra  Merck 347 

Boatmen’s  Trust 326,  327 

Carolyn  Avery  & Associates,  Inc 343 

Dodson  Insurance  Group 325 

DuPont  Pharma 332 

Emergency  Coverage  Corporation 344 

First  Tennessee  Bank 310 

Jeremy  Cay,  Edisto  Island 314 

Nashville  Neuro-Pain  Corporation  331 

Pfizer  Laboratories 312 

Rural  Health  Services  Consortium. 344 

Spectrum  Healthcare  Services  345 

State  Volunteer  Mutual  Insurance  Company 348 

Sterling  Healthcare  Group 344 

Team  Health  344,  345 

TN  Dept,  of  Mental  Health/Mental  Retardation 340 

The  TMA  Association  Insurance  Agency,  Inc 334 

U.S.  Air  Force  Reserve 3 1 8 

U.S.  Army ...346 

U.S.  Army  Reserve  .339 

Witt/Kieffer .344 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  IN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x II  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
dipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  ar  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  bis  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  ah 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  {preferably  5 x 7 in.  glossy  photos)  should  be 
Identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Richard  M.  Pearson,  MD 


President’s  Comments 


Emperors  and  Empires 

In  122  A.D.  the  Roman  emperor  Hadrian  commissioned  a wall  to  be  built  completely  across 
the  island  of  Britain.  The  ostensible  reason  was  to  protect  the  Britons  who  were  loyal  to  the 
Romans  from  the  “barbaric”  Piets  and  Scots  to  the  North.  The  real  reason  was  to  protect  the 
business  interests  of  the  empire  in  Rome,  far  from  the  wall,  but  the  emperor  wanted  the  locals  to 
think  that  he  had  taken  a special  interest  in  their  personal  welfare.  Of  course  the  Roman  consuls 
and  governors  and  centurions  all  knew  that  they  were  protecting  Rome,  but  they  told  the  sol- 
diers in  the  trenches  that  their  mission  was  to  protect  the  local  citizens. 

In  A.D.  1996  the  U.S.  stock  market  experienced  a major  downturn.  The  valuation  of  the 
largest  investor-owned  HMO  in  the  United  States  declined  by  34%  in  the  course  of  a few  days. 
Other  HMOs  experienced  similar  major  declines,  and  the  profits  of  this  corporate  empire  are 
now  threatened  by  events  in  the  real  world.  Suddenly  the  marketplace  is  threatened  by  “barbar- 
ians from  the  North.”  The  ostensible  purpose  of  all  these  empires  is  to  provide  quality  health 
care  to  millions  of  average  citizens  who  don’t  keep  track  of  Wall  Street  and  who  would  be 
surprised  to  learn  that  a downturn  in  the  Market  would  directly  affect  what  happens  to  them 
when  they  get  sick.  The  real  purpose  of  these  empires,  supported  by  corporate  prelates  and 
benefit-manager  centurions,  is  to  shuttle  billions  of  dollars  in  corporate  profits  back  to  the 
“center  of  the  known  world”  where  the  CEO  Caesars  live  and  where  the  shareholder  Senatus 
populusque  corporati  hold  annual  meetings.  CEO  annual  salaries  will  fall  if  the  Caesars  don’t 
keep  the  shareholders  pumped  full  of  dollars. 

How  does  the  emperor  keep  everyone  happy  back  at  home?  He  builds  a “wall”  out  in  the 
hinterlands.  He  tells  all  the  patients  that  the  “wall”  is  being  built  to  help  and  protect  them.  He 
hopes  everyone  will  feel  warm  fuzzies  for  the  emperor  and  the  empire.  The  “wall”  is  built  out  of 
new  quality  assurance  directives,  increased  utilization  review,  decreased  benefits,  narrowed 
formularies,  and  decreased  reimbursement  to  the  soldiers — in  this  case  the  physicians  who  are 
actually  providing  the  care. 

What  happened  to  Hadrian’s  wall?  It  eventually  fell  down  when  the  people  outside  the  wall, 
the  people  inside  the  wall,  and  the  soldiers  on  the  wall  realized  that  they  had  more  in  common 
with  each  other  than  with  the  powers  back  in  Rome.  Together  they  all  built  a new  society  that 
benefited  their  unique  interests  and  didn’t  pay  homage  to  the  emperor. 

The  wall  that  investor-driven  for-profit  managed  care  companies  build  between  physicians 
and  their  patients  will  eventually  fall  down.  Patients  know  when  they  are  getting  good  care  and 
when  they  are  getting  “emperial”  care.  Eventually  patients  inside  the  system  and  patients  out- 
side the  system  will  unite  with  informed,  empowered,  caring  doctors  and  tear  down  the  walls  in 
order  to  restore  “care”  to  “health.” 
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That’s  the  toll-free  number  for  the 
Tennessee  Consultation  Center  (TCC) 
at  The  University  of  Tennessee  Medical 
Center  at  Knoxville.  TCC  is  a physician 
to  physician  consultation  service  pro- 
viding fast  access  to  medical  and  dental 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


For  a free  copy  of  the  Tennessee 
Consultation  Center’s  Directory  of 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital  and  the  Graduate  School  of  Medicine.  Together, 
these  entities  embody  the  Medical  Center's  philosophy  and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore. 
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Editorials 


John  B.  Thomison,  MD 


Stroke 

This  issue  of  Tennessee  Medicine  marks  the  beginning  of  a new  series  of  articles  that  is 
unique  in  that  unlike  most  of  the  other  series  appearing  here  we  can  see  the  end  from  the 
beginning.  The  series,  opening  with  a paper  by  Howard  Kirshner,  MD,  entitled  “Medical  Revo- 
lution: The  Prevention  and  Treatment  of  Stroke,  1996,  Part  1,”  will  comprise,  so  we  have  been 
informed,  12  articles,  and  no  more,  having  to  do  with  stroke.  Since  no  article  is  accepted  until  it 
is  in  hand  and  reviewed,  there  of  course  remains  the  possibility  of  a lesser  number,  but  if  the 
quality  of  this  first  article  is  maintained,  and  there  is  every  reason  to  think  it  will  be,  you  will  be 
treated  to  the  full  series,  which  will  be  contributed  by  some  of  Tennessee’s  most  outstanding 
neurologists  and  neurosurgeons. 

Though  stroke  manifests  itself  in  the  central  nervous  system,  and  for  treatment  purposes 
falls  in  the  domain  of  these  specialists,  its  basis  lies  in  the  cardiovascular  system.  It  is  not 
surprising,  then,  that  the  American  Heart  Association,  a leader  in  the  area  of  cardiovascular 
disease,  should  have  added  stroke  to  its  mission,  as  it  did  a number  of  years  ago. 

Tennessee  consistently  ranks  among  the  top  five  states  in  disability  and  death  due  to  stroke.  In 
January  of  1995,  therefore,  the  Tennessee  Affiliate  of  the  American  Heart  Association  launched 
a stroke  initiative  program  by  organizing  a task  force  comprising  physicians,  including  special- 
ists from  academic  institutions,  pharmaceutical  representatives,  and  government  officials,  to 
develop  initiatives  that  would  reduce  the  devastating  effects  of  stroke  in  Tennessee.  The  work  of 
this  task  force  has  resulted  in  many  successful  programs  that  have  benefitted  stroke  patients,  care- 
givers, and  medical  professionals,  programs  that  have  included  educational  symposia  for  doctors 
and  nurses,  distribution  of  stroke-specific  information  to  patients,  and  organization  of  stroke  sup- 
port groups  and  stroke  conferences  for  both  patients  and  caregivers.  June  1996  was  designated  by 
the  Governor  as  Stroke  Month.  It  coincided  fortuitously  with  the  release  by  the  FDA  of  tissue- 
type  plasminogen  activator  (tPA)  for  use  intravenously  in  the  treatment  of  early  ischemic  stroke, 
thus,  as  Dr.  Kirshner  says,  officially  opening  the  era  of  acute  therapeutic  intervention  in  stroke. 

A task  force  subcommittee  dedicated  to  medical  education  was  also  organized  to  ensure  that 
medical  professionals  were  made  knowledgeable  of  the  latest  developments  in  prevention  and 
treatment  of  stroke.  This  eventuated  in  the  series  of  the  12  articles  on  stroke  that  are  to  be 
published  in  this  journal,  with  the  expectation  of  mitigating  the  heavy  burden  of  death  and 
disability  from  this  devastating  disease. 


IMPACT!!! 

In  case  there  is  some  one  or  another  of  you  out  there  who  may  be  ignorant  of  the  facts  of  the 
matter,  the  IMPACT  to  which  I refer  here  is  not,  even  though  it  has  more  than  a tangential 
relationship  with,  the  word  impact.  It  is  in  fact  simply  an  acronym  formed  of  the  first  letters  of 
Independent  Medicine’s  Political  Action  Committee-Tennessee.  It  is  our  hope  that  IMPACT 
will  make  a powerful  impression  itself,  one  of  the  definitions  of  the  real  word  “impact.”  Its 
choice  as  the  name  of  our  political  action  committee  (PAC)  was  obviously  more  than  coinciden- 
tal, even  if  the  similarity  is  no  more  than  fortuitous. 

The  Board  of  IMPACT,  and  those  of  us  who  are  contributors  to  it,  believe  that  its  impact  is 
important,  even  though  each  of  us  must  inevitably  on  occasion  disagree  with  some  of  its  choices. 
We  have  always  to  keep  in  mind  that  in  the  democratic  process  there  is  likely  never  any  such 
thing  as  unanimity,  and  any  expectation  that  any  candidate  will  meet  all  of  our  expectations  is 
pure  delusion.  All  of  us  have  many  priorities,  and  some  of  them  will  occasionally  be  in  conflict. 
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IMPACT  has  to  do  with  medicine,  and  its  objective  is  to  elect  individuals  who  are  sympathetic 
toward  our  medical  goals.  As  individuals,  we  hope,  of  course,  that  the  views  of  our  medically 
friendly  candidate  will  also  be  economically  sound  (in  our  own  estimation),  and  that  he  will 
view  our  other  pets  with,  if  not  enthusiasm,  at  least  tolerance. 

It  is  hard  for  the  politically  naive  (which  of  course  describes  neither  you  nor  me,  but  almost 
everyone  else),  to  sort  out  all  the  options,  and  to  be  familiar  with  the  record  of  every  one  of  the 
myriad  seekers  of  our  votes  (and  just  incidentally  money).  That  is  where  IMPACT  comes  in.  Its 
board  and  staff  are  more  politically  sophisticated  than  certainly  I am,  and  perhaps  you  as  well,  and 
have  more  informed  contacts,  and  are  thus  in  a better  position  to  apportion  funds  appropriately. 

I know  there  are  among  you  those  who  disagree  on  principle  with  the  whole  concept  of 
PACs,  and  in  the  best  of  all  possible  worlds  I would,  too.  On  the  other  hand,  the  best  of  all 
political  climates  is  not  the  sort  in  which  we  live.  It  may  not  be  the  worst  of  all  possible  worlds, 
at  least  not  yet,  but  there  are  times  it  seems  well  on  its  way.  Too,  you  and  I may  disagree 
fundamentally  on  certain  issues  as  to  their  place  in  the  medical  milieu.  In  truth,  I view  PACs  as 
the  next  thing  to  an  abomination  before  the  Lord.  Nevertheless,  when  I look  at  the  vast  amounts 
of  money  charlatans  and  worse  are  bringing  to  bear  against  us  and  our  patients,  I am  moved  to 
action — at  least,  action  of  sorts. 

Fully  recognizing  that  some  of  my  contributed  funds  may  go  to  support  a candidate  or  so  that 
is  abhorrent  to  me,  and  so  cancel  out  some  of  my  private  contributions,  the  action  I was  moved 
to  take  in  this  critical — or  what  I at  least  view  as  critical — election  year  was  to  upgrade  my 
membership  from  Sustaining  to  the  Governor’s  Club.  But  then,  to  coin  a phrase,  politics  makes 
strange  bedfellows.  A variety  of  activities  can  take  place  in  that  venue,  some  of  them  salubrious. 
On  the  other  hand,  some  others  of  them  may  not  be,  and  in  that  unhappy  situation  the  PAC  will 
gladly  function  as  one’s  surrogate. 

I hope  you  will  likewise  be  so  moved. 


Med  School  Revisited:  1941  to  44— 
And  so  on  to  1996  and  Beyond 

Tim  Sewell’s  thoughtful,  well-crafted  article  about  the  medical  students  of  today,  carried 
elsewhere  in  this  issue,  brought  back  a flood  of  generally  disorganized  memories  about  my 
“good  ol’  days”  that  weren’t  always,  or  anyway  not  necessarily.  The  oldest  current  faculty 
member  to  get  his  two  bits  into  the  article  is  Jim  Hunt,  who  is  in  a younger  generation  than  I by 
virtue  of  our  being  separated  by  the  Second  World  War,  which  was  a great  divider  in  a number 
of  ways,  even  though  some  of  the  medical  students  I taught  beginning  in  1949,  the  year  he 
matriculated,  were  my  age  or  even  some  years  my  senior.  Though  I know  that  a generation  is 
technically  40  years,  sometimes  cataclysmic  events  jam  them  up  closer  together.  Thus  the  pre- 
vious generation-divider  was  The  Depression,  which  began  when  I was  in  the  second  grade, 
and  whose  effects  were  still  being  felt  when  I started  college  in  1938,  which  was  when  the  other 
shoe  dropped  in  Europe.  If  you  place  The  Depression  and  the  First  and  Second  World  Wars  all 
in  the  same  generation,  which  technically  they  were,  then  that  generation  had  a real  run  of  bad 
luck.  If  one  happened  to  have  missed  the  First  World  War,  well,  try  Korea  at  the  other  end. 

I’ll  let  the  historians  worry  about  that,  and  say  only  that  my  own  personal  generation  is  thus 
far  75  years  long  and  has  included  The  Depression,  the  Second  World  War,  the  Korean  War, 
Vietnam  (my  children’s  war),  the  Cold  War,  and  assorted  scattered  more  recent  hot  little  (or  not 
so  little,  depending  on  the  extent  of  your  own  personal  involvement)  military  actions.  And  you 
can  now  add  international  terrorism.  Modern  communications  and  logistics  are  steadily  in- 
creasing the  difficulty  of  containing  any  sort  of  event. 
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All  of  that  has,  of  course,  had  its  effect  on  medicine  and  its  practitioners,  which  is  why  it  is 
difficult  to  compare  generations  of  students  or  doctors.  Besides  my  classmates,  during  my  nearly 
two  decades  of  teaching  in  the  Pathology  Department  at  the  Vanderbilt  Medical  School  I had 
very  close  contact  with  a lot  of  second  year  students,  and  more  superficial  contact  with  a great 
many  more.  A relatively  small  percentage  of  my  close  contacts  I have  followed  in  varying 
relationships  for  up  to  40  or  more  years.  One  develops  impressions  about  where  the  profession 
is  headed,  and  that  impression  is  being  continually  updated.  One  tends  to  hear,  not  to  mention 
make,  often  gratuitously,  such  blanket  statements  as,  “The  young  doctors  these  days  seem 
to  . . . (or  don’t  seem  to  . . .)  whatever,  and  then  we  compare  them  to  the  good,  or  at  least  the 
better,  we  think,  old  days. 

Keep  in  mind  that  you  are  reading  the  recollections  of  one  observer’s  experience  more  than 
50  years  after  the  fact  in  one  University.  I started  my  medical  career,  in  which  I include  pre- 
med,  in  1938  when  I came  to  Vanderbilt  as  a college  freshman.  My  interest  in  medicine  had 
been  lifelong,  if  one  can  consider  15  or  so  years  lifelong,  and  strongly  fostered  by  our  family 
doctor  and  a number  of  doctors  in  the  family.  Despite  this,  it  is  my  distinct  impression,  which  I 
share  with  some  of  the  current  and  past  faculty  members,  that  the  students  I taught  were  more 
serious  minded  than  my  classmates  and  I were,  at  least  when  we  entered  medical  school,  and 
were  better  prepared  to  live  in  and  care  for  a fractured  world,  one  that  most  of  us  I think  failed 
to  perceive  as  such.  Possibly  that  was  partly  because  almost  none  of  the  students  in  those  days 
had  families,  as  they  did  after  the  war,  a situation  that  can  mature  one  pretty  quickly. 

On  Sunday,  Dec.  7,  1941  all  of  that  was  drastically  and  dramatically  changed.  My  class- 
mates and  I had  been  suffering  all  the  pangs  described  by  the  students  Mr.  Sewell  interviewed, 
but  those  pangs  suddenly  became  little  more  than  minor  annoyances.  Two  of  our  classmates, 
who  had  reserve  line  commissions  in  the  Navy,  permanently  disappeared  from  our  midst,  and 
most  of  us  who  remained  were  faced  with  voracious  draft  boards  that  were  clamoring  for  warm 
bodies  with  little  regard  for  academic  status.  Students  who  depended  on  summer  jobs  to  help 
pay  their  way  found  that  avenue  blocked  by  the  suspension  of  vacations  for  the  duration.  Those 
of  us  who  lived  away  from  Nashville  found  buses  and  trains  clogged  with  inductees  and  mili- 
tary personnel  from  Camp  Forrest  in  Winchester  and  Fort  Oglethorpe  in  Chattanooga.  Gasoline 
and  tires  were  in  short  supply  for  civilians,  and  rationing  was  quickly  imposed.  The  mechanism 
for  that  was  already  in  place,  since  the  Japanese  surprise  attack  on  Pearl  Harbor  and  other  U.S. 
military  installations  in  the  Pacific  simply  precipitated  what  most  citizens  had  for  some  time 
seen  as  inevitable.  Its  effect  was  to  solidify  public  opinion,  which  had  sometimes  been  on  shaky 
ground,  behind  the  Allies.  Marriages  began  to  flourish,  particularly  after  we  went  on  active  duty 
in  either  the  Army’s  ASTP  or  the  Navy’s  V-12  program  in  the  middle  of  our  third  year,  and 
began  receiving  the  magnificent  sum  of  $54  a month  plus  room  and  board  and  clothing. 

We  graduated  on  Sept.  1 1,  1944,  in  the  darkest  days  of  the  war,  midway  between  D-Day  and 
the  Battle  of  the  Bulge  and  Bastogne,  and  were  prepared  to  be  in  the  thick  of  the  fighting  in  one 
theater  or  the  other  by  the  end  of  our  nine-month’s  internship  the  next  summer.  Things  moved 
at  least  as  quickly  during  those  nine  months,  though,  as  they  have  in  any  similar  period  of  our 
history.  In  April  Hitler’s  war  machine  ran  out  of  steam,  and  only  a little  more  than  a month  after 
I went  on  active  duty  as  a medical  officer,  the  Japanese  surrendered  unconditionally.  Two  years 
and  three  months  later  I arrived  in  Chattanooga  with  a wife  and  child  to  start  a residency  in 
surgery,  which  after  something  less  than  two  years  turned  into  pathology  back  at  Vanderbilt. 

Predictably,  the  young  doctors  of  today  are  a product  of  their  times,  just  as  we  were.  And 
times  change — generally  by  slow,  quiet  evolution,  but  sometimes,  of  course,  by  revolution, 
such  as  when  a war,  economic  calamity,  natural  disaster,  or  adverse  governmental  fiat  get 
dropped  in.  When  I was  a student  there  was  not  a lot  of  money  to  be  made  anywhere  in  medi- 
cine, and  there  was  little  of  that  aspect  in  choosing  a medical  practice  that  I ever  heard  discussed 
among  my  contemporaries.  Most  practices  were  solo  or  in  small  groups  with  senior  and  junior 
partners.  After  the  war  began  during  our  first  semester  of  medical  school  and  marriages  began 
to  pick  up,  the  better  residencies  still  continued  demanding  that  residents  be  unmarried,  since 
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they  were  expected  to  devote  pretty  much  ail  of  their  energy  to  their  work.  That  tradition  died 
hard,  and  slowly,  and  the  death  blow  was  not  dealt  it  until  returning  veterans  with  families 
began  entering  medical  school  and  residencies.  Young  medical  graduates  began  expecting  to  be 
allowed  more  time  with  their  families,  and  group  practice  began  to  take  shape  as  the  norm, 
fueled  more  recently  by  other  considerations,  some  financial  and  some  otherwise. 

As  the  income  discrepancy  between  the  “thinkin’  ” doctors  and  the  “cuttin’  ” doctors  grew, 
as  it  also  did  between  subspeeialties  in  both  groups,  government  agencies,  business,  especially 
HMOs,  MCOs,  and  the  hospitals,  as  well  as  the  public  generally,  began  using  it  as  a wedge  to 
foment  discontent  and  jealousy  within  the  profession,  and  doctors  within  the  high-income 
subspecialties  were  often  accused,  sometimes  from  within  the  profession  itself,  of  having  cho- 
sen their  specialty  simply  for  the  money. 

Individuals  have  different  desires  and  expectations  that  extend  to  their  work,  their  family 
life,  and  their  leisure  time,  in  short,  from  their  expectations  in  life,  liberty,  and  pursuit  of  happi- 
ness. Motivations  are  hard  to  define  in  one’s  own  self  if  one  is  honest,  and  therefore  impossible 
to  judge  in  another.  We  attempt  it  at  our  peril.  Nonetheless,  it  is  routinely  done  with  abandon  on 
all  fronts.  Judging  from  externals  is  fraught  with  hazard  at  best.  One  man’s  just  reward  is  an- 
other man’s  greed. 

I have  been  disheartened  in  recent  years  by  what  I have  seen  on  the  road  ahead  in  my  foggy 
crystal  ball.  The  doctors  are  no  longer  the  providers  of  health  care,  so  called  by  the  bureaucrats. 
The  providers  are  the  business  entities  that  travel  under  various  labels.  Perhaps  they  would 
more  appropriately  be  designated  “purveyors,”  which  my  dictionary  defines  as  “one  that  pro- 
mulgates something:  a purveyor  of  lies!'  That  is,  of  course,  simply  its  illustration.  What  doctors 
do  is  take  care  of  people,  people  who  are  called  not  clients  or  consumers,  but  patients.  I’m 
haunted  continually  by  the  fear  I may  have  to  depend  upon  some  so-designated  purveyor  of  so- 
called  health  care  to  be  the  provider  of  my  own  Medicare  care.  Gracious  God,  please  forbid. 

The  bright  spot  in  all  this  is  where  it  has  always  been:  the  doctors.  We  have  allowed  the 
bureaucrats  to  confuse  the  picture.  There  are  physicians  and  there  are  surgeons;  all  together 
they  are  doctors.  Physician  and  doctor  are  not  synonymous,  although  the  more  recent  editions 
of  the  dictionaries  have  made  them  that  way.  You  and  I know  that  those  who  promoted  referring 
to  doctors  of  medicine  as  physicians,  and  that  includes  the  AMA,  did  so  because  everybody  and 
his  sister  wants  to  be  called  doctor  nowadays.  The  public,  though,  is  not  fooled.  They  know  who 
their  doctor  is.  Their  doctor  is  the  one  who  meets  their  medical  needs,  the  one  whose  patients 
they  are.  That  person  they  refer  to  not  as  “my  physician,”  but  as  “my  doctor.”  Listen,  and  see  if 
that  isn’t  so.  If  that  person  happens  to  be  a chiropractor  or  a naturopath,  or  some  such,  well, 
maybe  that  is  partly  our  fault.  Maybe  it  all  is.  Maybe  we  should  have  held  our  public’s  hands 
more,  and  spoken  more  softly  in  their  ears.  Such  is,  after  all,  in  the  best  Hippocratic  tradition. 

I don’t  get  a chance  to  spend  time  with  medical  students  anymore. What  I do  see  is  young 
doctors,  and  I see  much  that  is  wrong.  But  what  I see  wrong  with  the  way  these  young  doctors 
practice  is  traceable  almost  exclusively  to  a seriously  flawed  system,  and  not  to  the  doctors  or 
their  aspirations  or  their  commitment.  I am  comforted  by  what  I read  that  others  have  seen  in 
the  medical  students  of  today,  which  are  the  same  things  that  have  always  been  there:  a desire  to 
take  the  best  care  possible  of  the  people  who  have  entrusted  them  with  their  lives.  I also  have 
enough  faith  in  the  American  people  to  believe  that  though  things  may  get  worse  before  they  get 
better,  those  people  are  going  to  see  through  all  the  garbage  in  the  capitols  of  this  nation,  and 
eventually  set  things  right.  The  downside  is  that  some  of  us  may  not  live  to  see  it. 

But  then,  as  the  Marine  sergeant  shouted  on  the  Normandy  Beach,  “Come  on,  you  bastards! 
Do  ya  wanna  live  forever?”  (I  have  it  on  good  authority  that  whatever  the  shouted  retort,  the 
heartfelt  prayer  of  every  one  of  them  was,  “But  please,  Lord:  at  least  a little  longer!”)  I think  that 
though  the  same  prayer  might  not  be  on  the  lips  of  every  last  one  of  our  patients,  their  doctor 
generally  knows  which  ones  those  are.  Except  for  a scattered  few  of  our  colleagues,  the  likes  of 
which  have  always  been  around  to  be  a blot  on  our  escutcheon,  today’s  doctors  are  trying  their 
level  best,  just  as  yesterday’s  did,  to  give  them  that  small  edge,  and  as  much  more  as  possible. □ 
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Practicing  Medicine 


Students:  Fulfilling  the  Dream 

Tim  Sewell 


In  August,  Margaret 
Hoglan  Taylor  embarked  on 
a lifelong  dream  when  she 
entered  medical  school  at  the 
University  of  Tennessee, 
Memphis. 

Taylor,  a program  man- 
agement advisor  at  Federal 
Express  Corp.,  is  not  the  tra- 
ditional first-year  medical 
student.  She  admits  to  being 
“past  40”  and  she  holds  an 
undergraduate  degree  in 
comparative  literature  and  a 
master’s  degree  in  business 
administration.  Still,  when  it 
comes  to  doubts,  uncertain- 
ties, and  expectations,  she 
has  a great  deal  in  common 
with  her  younger  classmates. 

“I’m  petrified,”  Taylor 
says.  “I’ve  heard  so  much 
about  how  medical  school 
consumes  your  life  24  hours 
a day,  seven  days  a week.  I 
have  to  ask  myself,  ‘Can  I 
handle  it?’  ” 

That’s  a question  that’s 
asked  at  one  time  or  another 
by  almost  every  first-year 
medical  student,  according  to 
officials  at  UT  Memphis. 
James  C.  Hunt,  MD,  Univer- 
sity Distinguished  Professor 
and  former  UT  Memphis 
chancellor,  says  students  had 
the  same  doubts  and  con- 
cerns in  1949,  the  year  he 
entered  medical  school  at 
Bowman  Gray  University. 

“I  don’t  think  there  are 


Mr.  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


any  striking  differences  in  that  regard  between  the  students 
of  that  time  and  the  students  of  today,”  Hunt  says.  “If  any- 
thing, today’s  students  come  in  far  more  informed  than  I was 
when  I entered  medical  school.  For  that  matter,  they’re  far 
more  informed  than  the  average  student  that  came  in  1 0 years 
ago.  By  and  large,  they’re  broader,  better-prepared,  and  more 
discerning,  and  they  have  higher  expectations.” 

Taylor  says  she  isn’t  sure  what  to  expect  from  her  first 
year  of  medical  school,  but  after  spending  the  past  two  years 
working  a full-time  job  and  taking  pre-med  courses  in  her 
spare  time,  Taylor  says  she  is  ready  to  get  started  on  her  medi- 
cal education. 

“I’ve  always  wanted  to  be  a doctor,”  Taylor  says.  “But  when 
it  was  time  for  me  to  go  to  college,  a career  in  medicine  didn’t 
seem  like  an  option.  We  were  not  well-to-do;  my  father  was  a 
minister  and  there  were  five  kids  in  the  family.” 

“I  don’t  want  to  leave  the  impression  that  my  parents 
wouldn’t  have  helped  me  or  that  they  discouraged  me  in  any 
way,”  Taylor  adds.  “But  back  then  we  didn’t  know  about 
grants  and  student  loans.  We  thought  that  you  either  saved 
for  college  or  you  worked  your  way  through.  Medical  school 
didn’t  seem  possible.” 

Taylor  attended  undergraduate  school  at  the  University  of 
Memphis  in  the  mid-1970s.  She  made  a career  for  herself  in 
the  business  world,  and  in  1983  she  earned  her  MBA  from 
the  University  of  Memphis. 

“I’ve  enjoyed  my  career  in  business,  but  I’ve  always  found 
myself  saying,  ‘I  can  do  more  than  this,’  ” Taylor  says.  “I  final- 
ly reached  the  point  where  I was  crazy  enough  to  try  this.” 

In  order  to  reduce  the  cost  of  her  medical  education,  Tay- 
lor is  one  of  22  first-year  students  taking  part  in  the  university’s 
Underserved  Areas  Clinical  Scholars  Program,  a program 
designed  to  increase  the  number  of  family  physicians  in  ru- 
ral and  underserved  areas.  Under  the  terms  of  the  program, 
UT  Memphis  will  receive  $20,000  per  year  from  Taylor’s 
sponsor.  Fort  Sanders  Health  System.  In  return,  Taylor  has 
agreed  to  work  one  year  in  a community  served  by  the  Fort 
Sanders  system  for  each  year  of  sponsorship.  Right  now,  Tay- 
lor is  interested  in  specializing  in  obstetrics/gynecology  and 
practicing  in  East  Tennessee. 

Because  she  is  a participant  in  the  Underserved  Areas  Clini- 
cal Scholars  Program,  Taylor  may  be  able  to  escape  the  bur- 
den of  student  loan  debt  incurred  by  many  medical  school 
graduates.  But,  she  realizes  that  she  and  her  husband.  Bob, 


“I  think  most 
young  people 
who  are  coming 
into  medicine  are 
coming  for  the 
same  reasons. 
They  ’re  bright 
and  they  ’re 
looking  for 
a stimulating 
education  and 
a stimulating 
professional 
career.  Most  of 
them  are  still 
interested  in 
serving  people. 
That  doesn  ’t 
change.” 


Hershel  P.  Wall,  MD 
UT  Memphis 
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will  have  to  make  some  fi- 
nancial sacrifices  in  order  for 
her  to  pursue  her  dream  of 
becoming  a doctor. 

“My  husband — the  one 
person  in  the  world  who 
could’ve  talked  me  out  of 
doing  this — has  been  so  sup- 
portive,” Taylor  says.  “I’m  in 
my  prime  earning  years  and 
I’m  going  to  put  us  back  into 
student  poverty.” 

As  a business  person, 

Taylor  is  familiar  with  the 
changes  in  medicine  being 
wrought  by  managed  care, 
and  she  is  aware  that  her  cho- 
sen profession  may  not  be  as 
financially  lucrative  in  the 
early  years  of  the  21st  cen- 
tury. “I  realize  that  the  economic  landscape  of  medicine  is 
changing  dramatically,”  Taylor  says. 

“Several  physicians  have  told  me  that  they  understand  my 
desire  to  get  into  medicine,  but  they’ve  also  told  me  that  this 
is  a terrible  time  to  go  into  medicine,”  Taylor  adds.  “They’ve 
warned  me  that  the  financial  rewards  won’t  be  as  great,  but 
that  doesn’t  really  bother  me.  I’m  not  doing  this  for  the  money. 
If  money  was  my  motivation,  I’d  stay  in  business  and  con- 
tinue to  work  my  way  up  the  corporate  ladder.” 

Eric  Hutchins,  a second-year  medical  student  at  UT  Mem- 
phis, more  closely  fits  the  expected  profile  of  the  “average” 
medical  student.  At  22,  Hutchins  has  a degree  in  chemistry 
from  Freed  Hardeman  University.  He  says  he  didn’t  decide 
to  become  a doctor  until  his  senior  year  at  Freed-Hardeman. 

“I  always  enjoyed  science.  But  in  college  I realized  that  I 
didn’t  want  to  spend  my  life  working  in  a lab,”  Hutchins  says. 
“I  realized  then  that  I wanted  to  become  a doctor.” 

Like  Taylor,  Hutchins  is  a participant  in  the  Underserved 
Areas  Clinical  Scholars  Program,  and  is  being  sponsored  by 
the  Baptist  Memorial  Health  Care  System.  After  his  residency, 
he  hopes  to  practice  primary  care  in  one  of  the  rural  hospitals 
within  the  Baptist  system. 

“I  already  wanted  to  go  into  primary  care,  so  this  program 
was  perfect  for  me,”  Hutchins  says.  “I’ll  still  have  some  mini- 
mal loans  to  pay  back,  but  I won’t  owe  as  much  as  I would 
have  otherwise.” 

Hutchins  says  he  can  sympathize  with  first-year  students 
like  Taylor  who  are  somewhat  apprehensive  about  the 
workload.  “I  remember  that  in  my  first  year  I was  scared 
when  I was  told  about  all  the  work  we’d  have  to  do,”  Hutchins 
says.  “But  I was  also  very  curious — and  nervous — about  what 
the  administrators  and  the  teachers  would  be  like.  I survived 


that  first  year,  and  my  grades 
ended  up  being  better  than 
what  I originally  expected.” 
As  a second-year  medi- 
cal student,  Hutchins  faces 
pretty  much  a continuation  of 
his  first  year — a great  deal  of 
classroom  work  and  minimal 
exposure  to  patients. 

“We  do  get  to  learn  the 
basics  of  taking  a patient  his- 
tory and  performing  a physi- 
cal examination,”  Hutchins 
says.  “I’m  really  looking  for- 
ward to  that.  I recognize  the 
importance  of  the  classroom 
work,  but  I can’t  wait  to  be- 
gin working  with  patients.” 
As  a second-year  student, 
Hutchins  also  faces  the  pros- 
pect of  taking  Part  I of  the  National  Board  of  Medical 
Examiner’s  Examination — the  much  dreaded  licensing  board 
examinations — next  June.  “F  m not  worried  about  that  at  this 
point,”  Hutchins  says.  “And  from  what  I understand,  UT 
Memphis  does  a good  job  of  preparing  students  for  that.” 
After  completing  three  more  years  of  medical  school  and 
a three-year  residency,  Hutchins  probably  will  begin  his  prac- 
tice in  2002. 

“I  do  wonder  what  medicine  will  be  like  then,”  Hutchins 
says.  “It  sometimes  seems  like  it’s  a long  way  in  the  future. 
Other  times,  it  seems  like  it  will  be  here  before  I know  it.” 
Rodney  Beasley,  30,  is  a third-year  student  at  UT  Mem- 
phis. Like  Hutchins,  he  says  he  is  interested,  though  not  nec- 
essarily worried,  about  what  the  nation’s  health  care  envi- 
ronment will  look  like  in  the  opening  years  of  the  2 1st  century. 

“Of  course,  I think  about  that,”  Beasley  says.  “But  I never 
wanted  to  be  a physician  for  the  money.  That  was  never  the 
issue  for  me.  In  fact,  1 gave  up  two  job  opportunities  that 
paid  well  over  $60,000  in  order  to  come  to  medical  school.” 
Like  Taylor,  Beasley  entered  medical  school  after  spend- 
ing several  years  in  the  workplace.  Originally  from  Kansas 
City,  Beasley  received  two  undergraduate  degrees — 
a bachelor  of  science  degree  in  chemistry  and  a bachelor  of 
arts  degree  in  philosophy — in  1990  from  Lincoln  University 
in  Jefferson  City,  Mo.  He  worked  from  1988- 1990  as  a chem- 
ist for  the  Missouri  Department  of  Health.  From  there,  he 
went  to  Arkansas  State  University,  where  he  earned  his  mas- 
ter of  science  degree  in  chemistry  in  1993.  Beasley  entered 
medical  school  at  UT  Memphis  in  the  fall  of  1993. 

Now  in  his  third  year,  Beasley  has  overcome  the  hurdle  of 
the  state  board  examinations  and  he  is  beginning  to  think 
about  what  specialty  he  might  like  to  pursue. 


“A  number  of  people  think  that  students 
are  less  idealistic  when  they 
graduate  than  when  they  come  in. 

I don ’t  think  that  ’ s the  case.” 


James  C.  Hunt,  MD 

Former  UT  Memphis  Chancellor 
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“When  I entered  medical  school,  I wanted  to  be  a pedia- 
trician,” Beasley  says.  “Then  I thought  for  a while  about  be- 
ing a surgeon.  Now  I’m  leaning  toward  med  peds,  a kind  of 
cross  between  pediatrics  and  internal  medicine.” 

Just  as  he  has  changed  his  mind  regarding  a chosen  spe- 
cialty, Beasley  also  has  changed  some  of  his  ideas  about 
medicine  in  general. 

“My  ideas  about  medicine  have  changed  a lot,”  Beasley 
says.  “I  wanted  to  more  or  less  work  with  people,  and  I didn’t 
give  a lot  of  thought  to  the  body  in  general.  I’m  learning  all 
that  I need  to  know  about  the  body,  but  the  fun  part  still  is 
working  with  people.  That’s  really  what  I enjoy.” 

During  his  time  in  medical  school,  Beasley  has  managed 
to  spend  quite  a lot  of  time  with  people.  In  fact,  earlier  this 
year,  his  involvement  with  community  programs  earned 
Beasley  a community  service  award  from  the  Tennessee 
Higher  Education  Commission.  During  the  past  two  years, 
Beasley  has  participated  in  the  Health  Professionals  Recruit- 
ment and  Exposure  Programs,  a program  that  assists  junior 
high  and  senior  high  students  to  prepare  for  college.  He  has 
also  been  active  in  the  Minority  Association  for  PreHealth 
Students,  an  organization  that  encourages  high  school  stu- 
dents to  consider  careers  in 
the  biological  sciences,  and 
he  has  participated  in  the 
Memphis  Teenage  Sexuality 
Program,  a program  that  ad- 
dresses sexuality,  pregnancy, 
and  the  prevention  of  sexu- 
ally transmitted  diseases. 

“I  work  a lot  with  inner- 
city  kids  and  they  really  look 
up  to  me.  That  gives  me  that 
extra  boost  of  energy.  It 
pushes  me  to  work  a little 
harder  because  I don’t  want  to  let  them  down.  Like  the  aver- 
age medical  student,  I still  study  six  or  seven  hours  a day.  I 
may  get  less  sleep,  but  it’s  worth  it.  Time  management  is  the 
key,”  Beasley  says. 

Beasley  says  he  realizes  that  his  outside  activities  are  help- 
ing to  prepare  him  for  his  career.  “It  gives  me  an  insight  to 
the  people  that  I’ll  be  working  with.  Being  a doctor  is  not 
just  a status  thing.  We’re  supposed  to  be  servers  of  the  people 
and  I think  that  this  helps  me  to  better  serve  in  that  role.  Some- 
times, if  you  get  to  know  them  in  their  environment,  that  can 
give  you  insight  into  their  health  problems  and  you  can  help 
them  with  that.” 

Beasley  is  scheduled  to  graduate  in  June  1 998.  He  says  he 
plans  to  stay  in  the  Mid-South,  practicing  in  either  West  Ten- 
nessee, East  Arkansas,  or  Northwest  Mississippi. 

While  money  is  not  a big  issue  for  Beasley,  he  says  it  is 
becoming  more  of  an  issue  as  he  nears  graduation.  That’s 


because  the  student  loans  are  beginning  to  pile  up. 

“I  will  admit  that  money  is  more  of  an  issue  now  than  it 
was  before,”  Beasley  says.  “Now,  I’ve  got  loans  to  pay  back. 
That  does  concern  me.” 

The  repayment  of  student  loans  is  an  issue  that  concerns  a 
large  number  of  medical  school  graduates.  According  to  of- 
ficials at  UT  Memphis,  the  average  debt  load  for  graduating 
medical  students  is  a little  more  than  $50,000. 

“It  might  be  a little  more  than  that  here,”  Beasley  says.  “I 
know  of  some  students  who  owe  $70,000  and  I’ve  met  some 
third-year  students  from  private  schools  who  are  already 
$120,000  in  debt.” 

Curt  Chaffin,  27,  is  a fourth-year  medical  student.  Like 
Beasley,  he  has  student  loans  to  repay,  but  he  says  he  has 
managed  to  keep  his  debt  below  the  $50,000  average. 

“Since  I’ m on  the  lower  end  of  the  scale,  that  doesn’t  worry 
me  as  much  as  it  does  some  other  students  I know,”  Chaffin 
says.  “I  have  some  friends  who  have  taken  out  very  large  loans. 
Any  time  you  have  a loan  like  that,  it  creates  a lot  of  stress.” 

Originally  from  Cleveland,  Tenn.,  Chaffin  received  his  un- 
dergraduate degree  in  engineering  from  Tennessee  Techno- 
logical University  in  1993. 

“When  I entered  college, 
I wasn’t  sure  what  I wanted 
to  do.  I went  into  engineer- 
ing by  default,”  Chaffin  says. 
“Since  then.  I’ve  learned  that 
an  engineering  degree  isn’t  so 
uncommon  for  medical  stu- 
dents. There  are  10  to  15 
people  in  my  class  with  en- 
gineering degrees.” 

Chaffin’s  father,  David 
Chaffin,  is  a radiologist  who 
now  practices  in  Albany,  Ky. 
Chaffin  has  chosen  to  practice  pediatrics.  “My  father  is  a 
physician,  but  that’s  not  really  what  influenced  my  decision 
to  become  a doctor,”  Chaffin  says.  “I  decided  to  go  into  pedi- 
atrics because  I love  kids.  Kids  have  medical  problems 
through  no  fault  of  their  own.  It  seems  like  a lot  of  adults 
have  helped  cause  their  own  illnesses  through  smoking,  drink- 
ing, or  some  other  lifestyle  decisions.” 

Chaffin  is  scheduled  to  graduate  on  June  6.  From  there, 
he’ll  enter  a three-year  residency  program.  “I’m  really  looking 
forward  to  serving  patients  and  being  able  to  watch  them  grow 
and  develop  over  time,”  Chaffin  says.  “There  is  a lot  of  uncer- 
tainty, though,  and  there  is  a fear  there  that’s  hard  to  shake.  I 
think  that’s  something  that  affects  even  those  doctors  who  have 
been  practicing  for  years.” 

As  he  begins  his  final  year  of  medical  school,  Chaffin  says 
he  realizes  that  his  ideas  have  changed.  “My  ideas  and  expec- 
tations of  medicine  have  changed  over  the  past  four  years 


. . the  financial  rewards  won ’t  be  as 
great,  but  that  doesn ’t  really  bother 
me  ..  . If  money  was  my  motivation,  I’d 
stay  in  business  and  continue  to  work 
my  way  up  the  corporate  ladder.” 

Margaret  Hoglan  Taylor 
First  Year  Medical  Student 


Tennessee  Medicine  ~ October,  1996 


361 


and  I think  they’ll  probably 
be  different  four  years  from 
now,”  Chaffin  says.  “You  en- 
ter medical  school  with  high 
ideals  and  that  changes  as 
you  look  at  the  mechanics  of 
it.  You  don’t  just  walk  into  a 
room  and  heal  someone.  It’s 
more  complex — on  the  medi- 
cal side  and  on  the  personal 
side — than  I ever  imagined 
four  years  ago.” 

Mike  Calfee  is  in  a posi- 
tion that  may  seem  like  a dis- 
tant dream  to  Taylor  and 
Hutchins  and  a goal  almost 
within  reach  for  Beasley  and 
Chaffin.  He  graduated  from  medical  school  at  UT  Memphis  in 
1995  and  he  now  is  serving  the  second  year  of  a five-year 
orthopedics  residency  at  The  Campbell  Clinic. 

“This  is  a whole  new  learning  experience.  It’s  almost  like 
starting  from  scratch,”  Calfee  says.  “In  medical  school,  we 
didn’t  learn  a lot  about  orthopedics.  This  is  a new  language.” 
Calfee,  also  from  Cleveland,  Tenn.,  entered  medical  school 
after  receiving  his  undergraduate  degree  in  biology  and  reli- 
gious studies  in  1991  from  the  University  of  Tennessee,  Knox- 
ville. Looking  back  on  his  medical  school  career,  Calfee  says 
that  the  second  year  was  the  most  difficult. 

“I  really  pity  those  students  who  are  in  their  second  year. 
For  me,  that  was  the  low  point,”  Calfee  says.  “I  pretty  much 
had  to  lock  myself  up  in  a cubbyhole  and  study  all  the  time. 
But  it  got  better  from  that  point  on.” 

It  was  during  his  third  year  of  medical  school  that  Calfee 
decided  to  go  into  orthopedics.  While  his  plans  for  the  future 
are  uncertain,  he  says  he  would  like  to  practice  medicine  in  a 
small  town — possibly  in  Middle  or  East  Tennessee.  He  has 
an  older  brother,  Eric,  a 1993  graduate  of  UT  Memphis  who 
went  into  obstetrics/gynecology,  who  plans  to  practice  in 
Dalton,  Ga. 

“I’m  from  Cleveland  and  my  wife  is  from  Nashville,  so 
we  may  move  somewhere  between  those  two  areas,”  Calfee 
says.  “My  brother  is  moving  to  Georgia  and  he’s  asked  me  to 
go  into  practice  with  him.  We’ll  have  to  see  how  things  look 
three  years  from  now.” 

Calfee  says  he’s  spent  a lot  of  time  over  the  past  six  years 
thinking  about  the  future.  “A  lot  of  students  and  residents  are 
worried  about  where  things  are  going  in  health  care,”  Calfee 
says.  “I  don’t  think  everything  has  panned  out  yet.  You  still 
have  to  worry  about  getting  a job  when  you  get  out.  You  think 
about  that  even  as  a resident.” 

“I  think  most  do  end  up  getting  jobs,  although  they  may 
not  always  get  exactly  what  they  want,”  Calfee  adds.  “The 


primary  care  doctors  can 
pretty  much  say  where  they 
want  to  go.  But  it’s  harder  if 
you  want  to  practice  in  a big 
city.  That’s  one  reason  I think 
I’ll  end  up  in  small  town 
America.” 

Calfee  is  fortunate  in  that 
he  doesn’t  have  a lot  of  stu- 
dent loans  to  repay.  Generally, 
most  loan  agencies  require 
former  students  to  start  mak- 
ing  payments  during  their 
second  year  of  residency. 

According  to  Hershel  P. 
Wall,  MD,  associate  dean  of 
admissions  and  dean  of  stu- 
dents at  UT  Memphis,  Calfee,  in  finding  a good  residency 
position,  has  overcome  one  of  the  major  challenges  for  today’s 
graduating  medical  students. 

“The  major  challenge  today  for  graduating  seniors  is  to 
find  a postgraduate  program  that  will  continue  to  stimulate 
them  and  satisfy  their  personal  and  professional  needs,”  Wall 
says.  “I  think  it’s  fair  to  say  that  the  environment  is  very  com- 
petitive. But  the  quality  of  our  students  and  graduates  re- 
mains very  high.” 

Both  Hunt  and  Wall  say  that  the  graduates  they’ve  worked 
with  remain  just  as  optimistic  and  enthusiastic  as  the  first- 
year  medical  students. 

“A  number  of  people  think  that  students  are  less  idealistic 
when  they  graduate  than  when  they  come  in.  I don’t  think 
that’s  the  case,”  Hunt  says.  “By  the  time  the  students  gradu- 
ate, they  are  more  informed.  They  have  more  knowledge  and 
more  experience.  They’re  wiser  than  when  they  entered  medi- 
cal school.” 

As  head  of  the  Underserved  Areas  Clinical  Scholars  Pro- 
gram, Hunt  recruits  students  for  the  program  and  works  with 
them  through  their  four  years  of  medical  school.  Since  step- 
ping down  from  his  former  position  as  chancellor  in  1991, 
Hunt  also  has  served  on  the  College  of  Medicine’s  admis- 
sions committee. 

Wall,  a member  of  the  UT  Memphis  faculty  since  1965, 
has  served  as  a member  of  the  admissions  committee  since 
1966.  He  was  named  chairman  and  assistant  dean  of  admis- 
sions in  1975,  and  dean  of  students  in  1982. 

“I’m  not  sure  that  through  the  years  altruism  and  idealism 
have  changed  that  much,”  Wall  says.  “I  think  most  young 
people  who  are  coming  into  medicine  are  coming  for  the 
same  reasons.  They’re  bright  and  they’re  looking  for  a stimu- 
lating education  and  a stimulating  professional  career.  Most 
of  them  are  still  interested  in  serving  people.  That  doesn’t 
change.”Q 


“My  ideas  and  expectations  of  medicine 
have  changed  over  the  past  four  years 
and  I think  they’ll  probably  be  different 
four  years  from  now . . . . You  don’t  just 
walk  into  a room  and  heal  someone. 

It ’s  more  complex — on  the  medical  side 
and  on  the  personal  side — than  I ever 
imagined  four  years  ago.” 

Curt  Chaffin 

Fourth-Year  Medical  Student 


362 


Tennessee  Medicine  ~ October,  1996 


Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Postoperative  Delay 

j.  Kelley  Avery,  MD 


Case  Report 

A 53-year  old  woman  was 
discovered  incidentally  to 
have  gallstones  about  10 
years  before  her  referral  to  a 
general  surgeon.  She  had 
equivocal  episodes  of  upper 
gastrointestinal  symptoms 
on  rare  occasions  for  the  en- 
tire period.  During  the  year 
before  her  referral  the  symp- 
toms of  “indigestion,  bloat- 
ing, heartburn,  and  upper  ab- 
dominal pain”  had  become 
more  troublesome  and  fre- 
quent. The  pains  were  said  to 
occur  mostly  at  night,  keep- 
ing her  awake,  and  were 
sometimes  relieved  by  ant- 
acids. Although  the  pains 
had  become  more  trouble- 
some in  the  past  year,  she 
had  not  required  narcotics 
for  relief.  She  gave  no  history 
of  other  GI  symptoms,  and 
had  not  had  fever,  weight 
loss,  or  change  in  bowel  hab- 
its. The  pain  had  been  attrib- 
uted to  a known  hiatal  her- 
nia with  gastroesophageal 
reflux.  Antispasmodics  had 
been  used,  along  with  the 
antacids.  She  had  hypertension  and  adult  onset  diabetes  that 
had  been  under  good  control  by  diet  alone. 

The  physical  examination  revealed  a moderately  obese 
woman  with  no  abdominal  tenderness  or  masses.  The  stools 
were  free  of  blood.  A recent  ultrasound  examination  revealed 
two  \ .5-cm  gallstones. 

Because  of  the  long  history  of  abdominal  symptoms,  the 
presence  of  gallstones,  and  the  failure  to  respond  to  conser- 
vative treatment,  including  a low-fat  diet,  the  patient  was 
scheduled  for  a laparoscopic  cholecystectomy  to  be  done  as 


an  outpatient.  In  the  physician’s  office  there  was  a thorough 
discussion  of  the  risks  and  benefits  of  the  planned  proce- 
dure, which  included  a book  giving  a good  description  of  the 
operation  and  possible  complications.  The  surgery  was  to- 
tally uneventful.  The  findings  were  compatible  with  chronic 
inflammation  of  the  gallbladder,  and  she  was  able  to  be  dis- 
charged on  the  day  of  surgery  to  go  home. 

She  was  seen  as  an  outpatient  in  the  physician’s  office 
frankly  jaundiced,  two  days  after  she  had  become  very  nau- 
seated and  vomited  several  times.  This  seemed  to  respond  to 
antiemetic  suppositories,  and  at  the  time  the  patient  seemed 
to  be  improving  and  the  jaundice  was  thought  to  be  clearing 
some.  Laboratory  tests  on  this  visit  revealed  elevated  liver 
enzymes  and  total  bilirubin  of  9.5  mg/dl.  The  WBC  count 
was  normal.  One  week  later  the  patient  was  again  seen  in  the 
office  and  was  thought  to  be  “about  the  same.”  She  was  still 
“very  jaundiced.”  She  was  admitted  to  the  hospital  under  the 
care  of  a gastroenterologist.  Ultrasound  examination  revealed 
“slight  dilatation  of  the  biliary  tree.”  The  patient  was  exam- 
ined endoscopically  and  the  common  duct  was  found  to  be 
“markedly  narrowed,”  with  some  dilatation  of  the  structure 
above  the  point  of  narrowing.  “Multiple  surgical  clips”  were 
present  in  the  area  of  the  narrowing,  but  the  stricture  was 
said  to  be  “smooth”  suggesting  a “benign”  process.  A stent 
was  placed  across  the  stricture,  with  “almost  complete”  emp- 
tying of  the  contrast  media  from  the  intrahepatic  duct  sys- 
tem. Three  days  after  the  placement  of  the  stent  the  patient 
returned  to  the  hospital  with  pain,  chills,  fever,  and  subscap- 
ular pain.  The  patient  was  again  examined  endoscopically,  at 
which  time  the  stent  was  removed  and  replaced  with  a larger 
stent.  A sphincterotomy  was  done  and  the  stricture  was  di- 
lated. The  bilirubin  on  admission  was  5.5  mg/dl,  and  on  dis- 
charge it  was  1.5  mg/dl.  It  is  now  a month  since  the  initial 
surgery.  Two  weeks  later  there  was  a negative  quantitative 
nuclear  medicine  scan. 

With  no  evidence  of  bile  duct  obstruction  and  feeling  well, 
the  patient  was  advised  that  a trip  out  of  the  country  with  her 
husband  was  all  right.  Two  days  after  her  arrival,  however, 
she  was  ill  with  fever  and  the  stent  was  thought  to  have  be- 
come obstructed.  She  returned  to  her  home  in  the  states,  where 
studies  ordered  by  her  gastroenterologist  revealed  “worsen- 
ing of  hepatic  function  consistent  with  hepatic  parenchymal 


Dr.  Aver)’  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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disease  . . . Between  the  removal  and  replacement  of  stents  a 
repeat  cholangiogram  was  done  and  again  showed  a high 
grade  stricture.”  At  this  time  “definitive”  surgery  was  recom- 
mended by  the  physician. 

Because  the  patient  had  moved  to  another  city,  her  care 
was  transferred  to  a biliary  reconstructive  surgeon  there.  It 
was  agreed  that  “she  did  need  permanent  internal  drainage 
of  the  stenotic  common  hepatic  duct.”  She  had  a hepatico- 
jejunostomy  and  excision  of  the  scarred  portion  of  the  com- 
mon hepatic  duct.  Postoperatively,  the  patient  did  well  and 
was  tolerating  a normal  diet  two  weeks  after  surgery. 

Loss  Prevention  Comments 

Common  duct  injury  is  a known  complication  of  chole- 
cystectomy whether  it  is  done  as  an  open  procedure  or  lap- 
aroscopically.  This  patient  had  unmistakable  signs  of  com- 
mon duct  injury  with  obstruction  within  a few  days  of 
operation.  Thorough  evaluation  of  the  complication  was  done 
by  the  attending  surgeon  and  consultants,  who  thought  that 
she  had  sustained  a thermal  injury  to  the  common  duct  and 


that  the  initial  approach  to  therapy  ought  to  be  placement  of 
a stent  across  the  area  of  injury.  This  began  about  two  and  a 
half  weeks  after  the  operation,  but  the  team  seemed  reluctant 
to  move  more  aggressively  toward  permanent  treatment.  Most 
of  the  experts  who  reviewed  this  case  believed  that  the  delay  ; 
in  ordering  the  first  ERCP  was  unacceptable  and  that  repeated 
stenting  and  dilatation  of  the  duct  should  have  led  to  surgical  j 
correction  much  sooner. 

When  a video  made  during  the  operation  was  viewed  by 
experts  it  was  their  opinion  that  it  could  be  interpreted  as 
showing  some  hesitance  and  awkwardness  by  the  operating 
surgeon.  Surgeons  who  make  a practice  of  giving  their  pa-  I 
tients  copies  of  the  video  tape  made  at  surgery  might  con- 
sider that  from  a medicolegal  standpoint  the  tape,  if  it  is  used 
in  litigation,  can  only  be  used  to  aid  the  plaintiff  and  not  the 
defendant  surgeon. 

This  case  was  settled  primarily  because  no  expert  could 
be  found  to  fully  support  the  management  of  this  case  in  which 
the  common  duct  was  injured  as  a complication  of  laparo- 
scopic cholecystectomy.O 


COULD  YOU  USE  AN  EXTRA  $10,000? 

eral  vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 

800-USA-ARMY 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 
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Medicine  and  Technology 


Patient  Information  on  the  Internet 

Irish  Bahan 


Traditionally,  when  pa- 
tients have  wanted  infor- 
mation about  their  health, 
they’ve  gone  to  their  physi- 
cian, a friend,  a bookstore  or 
library,  or  the  popular  press. 
And  they’ve  often  been  frus- 
trated. Now,  they  can  simply 
jump  on  the  ’Net  and  find 
reams  of  information.  Some 
of  it  is  valid  and  current,  and 
some  is  not. 

If  you  have  been  faced 
with  a patient,  computer 
printout  in  hand,  demanding 
to  know  why  you  have  not 
tried  the  treatment  it  de- 
scribes, you’ve  realized  a 
pitfall  of  this  information 
available  at  a fingertip. 

Cyberspace  is  glamorous  right  now.  It  is  a new  medium. 
Using  the  ’Net  and  dropping  its  emerging  vocabulary  into 
conversation  makes  us  feel  a part  of  the  dizzying  pace  of 
technologic  advancement.  The  wealth  of  information  is  ripe 
for  picking.  For  everyone,  from  international  corporations, 
to  small  business,  to  individuals,  the  rush  to  publish  on  the 
Internet  is  on.  Freedom  of  speech  is  our  right.  It’s  easy  to  set 
up  a home  page:  how-to  books  and  eager  service  organiza- 
tions abound.  In  the  medical  arena,  it’s  a logical  extension  of 
a marketing  campaign,  less  expensive  than  printing  a news- 
letter, and  certainly  easier  than  having  an  article  accepted  in 
a journal  or  magazine.  New  sites  are  added  every  day. 

But  with  all  this  momentum,  it’s  important  to  step  back 
and  realize  that  not  everyone’s  on  it — yet.  Not  every  house- 
hold has  yet  spent  the  thousand  dollars  it  takes  to  buy  a com- 
puter capable  of  hooking  onto  the  ’Net.  Most  home  comput- 
ers bought  six  or  eight  years  ago  are  not  capable  of  using  the 
World  Wide  Web,  with  its  more  advanced  graphics  that  make 
possible  WYSIWYG  “What  You  See  Is  What  You  Get.”  And 
surfing  the  ’Net  is  time-consuming.  People  can  be  over- 
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whelmed  by  the  sheer  wealth  of  choices  or  bored  by  a pains- 
taking search  for  the  exact  information  they  want.  And,  gen- 
erally speaking,  twentysomethings  and  thirtysomethings  are 
more  likely  to  use  it  than  older  patients. 

Still,  people  who  are  navigating  the  present  and  emerging 
health  care  environment  need  to  be  more  informed  than  ever 
before.  They  want  to  be  well,  and,  in  the  final  analysis,  un- 
derstanding promotes  compliance.  Because  of  its  accessibil- 
ity, more  and  more  of  them  will  turn  to  cyberspace,  often 
without  the  knowledge  to  judge  the  validity  of  what  they  find. 
They  will  challenge  the  authority  of  their  physician,  demand 
explanations,  and  in  some  cases  prod  physicians  to  keep  up 
to  date.  Even  though  the  overall  effects  are  positive,  the  ex- 
plosion of  information  will  continue  to  pressure  physicians. 

Clark  E.  Julius,  MD,  of  the  Knoxville  Dermatology  Group, 
finds  that  patients  frequently  come  to  him  with  factual  infor- 
mation about  health  care,  such  as  on  pharmaceuticals.  When 
the  information  from  the  ’Net  is  disguised  as  editorial  text 
but  actually  presented  for  marketing  purposes,  the  lack  of 
balance  can  be  difficult  for  a lay  person  to  discern.  He  finds 
that  often  he  must  take  the  time  to  fill  in  what  was  omitted, 
such  as  the  possibility  of  success,  the  cost,  or  whether  their 
insurance  will  cover  the  cost  in  certain  situations. 

A logical  answer  to  the  dilemma  of  information/dis- 
information/semi-information is  the  creation  of  sites  that  serve 
patients  well.  At  the  Eskind  Biomedical  Library  of  Vander- 
bilt, Assistant  Professor  of  Biomedical  Informatics  Nunzia 
Giuse  explains,  “When  we  decided  to  create  a Web  site,  we 
spent  a good  deal  of  time  defining  our  goals.  We  realized  it 
would  take  a major  commitment.  We  have  had  to  find  the 
best  resources  for  material,  organize  it,  edit  it,  create  pleas- 
ing graphics  and  then  keep  it  current,  even  as  we  expand  our 
offerings.” 

On  a smaller  scale,  Julius  is  one  of  a growing  number  of 
physicians  practicing  across  the  state  who  has  established 
his  own  home  page.  “It  was  easy,”  he  says.  “I  sent  the  infor- 
mation to  a company  who  did  it  all,  and  it  costs  about  $30  a 
month  to  keep  up.”  He  plans  to  do  monthly  updates  and  keep 
the  presentation  simple  and  user  friendly.  “I  know  the  ques- 
tions that  patients  ask  over  and  over,”  he  emphasizes.  “And 
some  of  the  questions  are  seasonal.  Next  spring  I'll  cover 
sunburn  prevention,  as  an  example.  Other  material  might  be 
background  education  so  that  patients  can  make  better  deci- 
sions when  I offer  choices  about  treatments.” 


Is  a little  infor- 
mation a dan- 
gerous thing? 

Or  will  the  easy 
access  to  infor- 
mation on  the 
Internet  be  the 
springboard  for 
patients  to  better 
manage  their 
own  care? 
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Another  way  physician  practices  use  the  Internet  to  pro- 
vide education  is  to  set  up  a computer  connected  to  the  ’Net 
that  offers  a structured  menu  allowing  patients  to  visit  pre- 
selected sites  and  print  out  material.  Another  method  of  con- 
trolled access  is  to  create  an  Intranet.  Physicians  choose  ma- 
terial from  the  Internet,  download  it  to  their  own  computer, 
perhaps  edit  it  or  incorporate  their  own  material,  and  then 
print  it  out  on  demand  for  their  patients.  An  Intranet  can  serve 
more  than  one  location.  In  another  user-specific  application, 
Merck  & Co.,  Inc.  has  designed  a worldwide  Intranet  to  give 
their  42,500  employees  access  to  research  materials,  as  well 
as  company-related  information. 

Tomorrow  will  bring  even  more  possibilities.  Meanwhile, 
your  patients,  who  are  being  given  the  message  that  they 
should  become  better  consumers  of  health  care,  will  con- 
tinue to  be  exposed  to  a wider  range  of  information  in  print 
and  broadcast,  as  well  as  on  the  ’Net.  A first  step  is  to  offer 
patients  the  criteria  for  judging  its  validity.  The  following 
“Commonsense  Guidelines  for  Surfing  the  ’Net”  might  seem 
self-evident  to  a medical  professional  experienced  in  filter- 
ing through  masses  of  conflicting  scientific  data.  To  patients, 
however,  it  could  be  helpful. 


• If  information  prominently  features  a product  by  brand 
name,  be  aware  that  it  might  simply  be  advertising  in  dis- 
guise. The  information  can  be  correct  but  not  necessarily 
balanced. 

• Best  sources  are  major  universities,  voluntary  health 
organizations  with  familiar  names,  such  as  the  American 
Medical  Association,  American  Heart  Association,  or  the 
Lung  Association. 

• Avoid  chat  rooms. 

• Forums  can  feature  both  professionals  and  non-profes- 
sionals. Feel  free  to  ask  for  credentials.  Again,  major  univer- 
sities are  a good  indication. 

• If  the  information  is  based  on  research,  again,  look  for 
the  names  of  major  universities  or  hospitals.  Also  look  for 
results  based  on  large  numbers  of  subjects — hundreds  or  thou- 
sands— or  results  gathered  over  a long  period  of  time. 

• Medline,  a service  of  the  National  Library  of  Medicine. 

• The  Merck  Manual. 

• Look  for  organizations  underwritten  by  the  federal  gov- 
ernment such  as  the  National  Institutes  of  Health  (NIH),  U.S. 
Department  of  Health  and  Human  Services,  FDA,  or  the  Cen- 
ters for  Disease  Control/Prevention  (CDC).Q 
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Introduction 

Historically,  the  associa- 
tion of  respiratory  failure  and 
active  tuberculosis  (TB)  has 
a greater  than  80%  mortality. 

The  classic  reference  to  TB 
as  “consumption”  relays  the 
proper  impression  that  the 
untreated  patient  with  active 
TB  frequently  becomes  mal- 
nourished. Although  there  is 
firm  evidence  that  nutritional 
status  influences  the  outcome 
of  patients  with  chronic  obstructive  lung  problems,1  its  influ- 
ence in  the  respiratory  failure  due  to  TB  is  less  well  docu- 
mented. Investigators  frequently  attribute  poor  survival  to 
disease  processes  coexisting  with  TB  or  a delay  in  the  initia- 
tion of  proper  antitubercular  therapy,2  but  definite  predictors 
of  survival  for  patients  with  pulmonary  TB  and  respiratory 
failure  have  not  yet  emerged.2 

The  prognostic  scoring  system  most  frequently  applied  to 
patients  admitted  to  the  medical  intensive  care  unit  (ICU)  is 
the  revised  Acute  Physiology  and  Chronic  Health  Evalua- 
tion (APACHE  II).  This  scoring  system  is  based  on  12  objec- 
tive parameters  and  is  a useful  tool  for  predicting  survival  in 
a number  of  critical  illnesses.4'5  It  has  not,  however,  been  vali- 
dated in  respiratory  failure  due  to  TB.  The  usefulness  of 
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APACHE  II  has  not  been 
compared  in  this  subgroup  of 
patients  to  the  nutritional  sta- 
tus of  the  patient  as  reflected 
by  the  serum  albumin  and  the 
hemoglobin. 

Methods 

We  identified  all  patients 
treated  for  TB  who  required 
admission  to  the  ICU  between 
Jan.  1,  1986  and  Jan.  1,  1994 
during  which  period  we  also 
managed  the  unit.  To  insure  that  no  patients  were  overlooked, 
continued  crosschecks  were  made  against  the  infection  con- 
trol census  and  computer-generated  diagnosis-related  group- 
ing. Only  those  patients  were  included  in  this  study  who  had 
respiratory  failure  that  required  mechanical  ventilation  and 
whose  cultures  confirmed  pulmonary  TB. 

The  APACHE  II  score  was  calculated  for  each  patient  on 
day  1 of  admission  to  the  ICU.  Each  patient’s  serum  albumin 
and  serum  hemoglobin  at  the  time  of  admission  into  the  unit 
were  recorded.  These  variables  were  contrasted  to  the  patient’s 
duration  of  stay  in  the  ICU,  the  nature  of  the  chest  radio- 
graphs of  each  patient,  the  alveolar-arterial  oxygen  ratio,  and 
the  patient’s  outcome. 

Numerical  variables  were  analyzed  for  statistical  signifi- 
cance using  the  two  sample  independent-groups  t-test.  A P value 
of  less  than  0.05  was  accepted  as  statistically  significant. 

Results 

During  the  eight-year  study  period,  15  patients  were  ad- 
mitted to  the  ICU  with  concurrent  respiratory  failure  and 
culture-positive  pulmonary  TB.  All  patients  were  diagnosed 
with  pulmonary  TB  after  developing  respiratory  failure.  Each 
patient  was  thought  to  be  in  respiratory  failure  primarily,  if 
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A retrospective  analysis  of  the  records  of  all  patients  admit- 
ted to  the  intensive  care  unit  with  respiratory  failure  and 
nonmiliary  tuberculosis  was  conducted  to  determine  vari- 
ables that  might  be  predictive  of  survival.  Nutritional  status, 
as  reflected  by  the  patient’s  serum  albumin  and  hemoglobin, 
were  the  best  predictors  of  survival  and  were  more  helpful 
than  the  widely  accepted  APACHE  II  scoring  system.  This 
observation  suggests  that  early  and  aggressive  attention  to 
improving  the  patient’s  nutritional  status  may  be  as  impor- 
tant as  effective  antitubercular  therapy  and  mechanical  ven- 
tilation in  salvaging  these  individuals. 
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TABLE  1 

CLINICAL  DATA  OF  STUDY  GROUP 


Patient 

Age 

Sex 

Risk  Factor 

Chest  X-ray 

Outcome 

1 

48 

M 

None 

Cavitary 

Died 

2 

58 

M 

Alcohol 

Noncavitary 

Died 

3 

41 

M 

Alcohol 

Noncavitary 

Died 

4 

52 

M 

Alcohol 

Cavitary 

Died 

5 

45 

M 

Alcohol 

Noncavitary 

Died 

6 

63 

M 

Alcohol 

Noncavitary 

Died 

7 

72 

M 

Alcohol 

Cavitary 

Died 

8 

55 

M 

Cancer 

Cavitary 

Died 

9 

40 

M 

Diabetes 

Cavitary 

Died 

10 

50 

M 

Alcohol 

Cavitary 

Survived 

11 

53 

M 

COPD 

Noncavitary 

Survived 

12 

68 

M 

None 

Cavitary 

Survived 

13 

53 

M 

Alcohol 

Noncavitary 

Survived 

14 

66 

M 

None 

Noncavitary 

Survived 

15 

40 

M 

HIV 

Noncavitary 

Survived 

not  solely,  due  to  his  pulmonary  infection.  All  patients  were 
male,  with  a mean  age  of  53.6  ± 10.2  years  (range  40-70) 
(Table  1). 

Recognized  risk  factors  for  TB  included  alcoholism  (n=9), 
malignancy  (n=l),  COPD  requiring  steroids  (n=l),  and  dia- 
betes mellitus  (n=l).  One  patient  was  HIV  positive,  with  TB 
as  his  AIDS-defining  illness. 

Each  patient  required  intubation  and  ventilatory  support 
with  mechanical  ventilation.  Mechanical  ventilation  was  con- 
ducted in  the  standard  fashion  using  the  assist-control  mode 
and  a volume  cycled  ventilator.  The  mean  duration  of  me- 
chanical ventilation  was  19.5  ± 25.0  days  (range  1 to  72). 
No  patient  sustained  pulmonary  barotrauma  or  complication 
of  ventilation  that  might  have  influenced  outcome. 

Seven  patients  had  radiographs  that  demonstrated  unilat- 
eral or  bilateral  apical  cavitary  lesions  typically  associated 
with  reactivation  TB.  Eight  patients  had  radiographic  evi- 
dence of  unilobar  or  multilobar  noncavitary  infiltrates.  Two 
patients  also  had  radiographically  apparent  pleural  effusions. 

Although  each  patient  had  the  diagnosis  of  TB  confirmed 
by  growth  of  Mycobacterium  tuberculosis  on  culture  of  res- 
piratory secretions,  antitubercular  therapy  was  started  when 
acid-fast  organisms  were  identified  on  smear  or  when  the 
attending  physician  believed  that  TB  was  a probable  diagno- 
sis. Respiratory  secretions  were  obtained  through  the  endo- 
tracheal tube  in  1 3 patients  and  by  bronchoscopy  in  two.  The 
mean  interim  between  the  time  of  admission  to  the  ICU  and 
initiation  of  therapy  was  5.9  ± 12.0  days  (range  1 to  48). 

Antitubercular  therapy  was  uniform  for  each  patient,  em- 
ploying a four-drug  regimen  of  isoniazid,  rifampin,  etham- 
butol,  and  pyrazinamide.  No  individual  had  a drug-resistant 
strain  of  TB. 

By  chart  review,  it  was  determined  that  only  four  of  the 
15  patients  tolerated  the  daily  amount  of  enteral  feedings  suf- 


ficient to  achieve  the  supplementation  recommended  by  the 
dietary  assessment.  All  other  patients  tolerated  enteral  feed- 
ing in  varying  amounts  with  frequently  interrupted  dietary 
therapy.  No  patient  received  total  parenteral  nutrition  by  cen- 
tral line.  Three  of  the  patients  who  received  steady  dietary 
supplement  survived. 

Six  patients  survived  to  be  ex ?u bated  and  discharged  from 
the  hospital.  Nine  patients  died  in  the  ICU.  Postmortem  ex- 
amination was  not  permitted  on  any  of  the  nonsurvivors. 

Clinical  and  laboratory  parameters  of  the  survivors  and 
nonsurvivors  are  displayed  in  Table  2.  Only  the  serum  albu- 
min and  hemoglobin  values  differed  statistically  between 
these  two  groups. 

Discussion 

Patients  with  TB  who  require  admission  to  the  ICU  be- 
cause of  acute  respiratory  failure  have  a high  mortality. 
Approximately  25%  will  survive.6'8  Prognostic  factors  that 
identify  the  patient  most  likely  to  survive  have  not  been  uni- 
formly adopted.  In  our  study  group,  application  of  the 
APACHE  II  scoring  system  did  not  successfully  delineate 
survivors  from  nonsurvivors.  Although  the  mean  value  of  the 
nonsurvivors  was  slightly  higher  than  the  survivors,  the  pre- 
dictive utility  of  the  APACHE  II  system  appears  limited  in 
this  patient  population.9 

In  this  subgroup  of  patients  with  TB  who  developed  res- 
piratory failure,  the  serum  albumin  and  hemoglobin  appeared 
to  be  the  best  indices  of  survival.  Not  surprisingly,  nutritional 
status  had  been  previously  reported  as  an  important  out- 
come variable  for  the  TB  population  in  general."1  Hypoalbu- 
minemia  remains  an  uncommon  feature  of  patients  with  ac- 
tive TB,  and  its  occurrence  has  been  suggested  as  being  a 
marker  of  a terminal  illness.11  Anemia  has  been  previously 
reported  among  tuberculous  nonsurvivors  with  respiratory 
insufficiency.12 

The  survival  of  patients  with  respiratory  insufficiency  and 
active  pulmonary  TB  continues  to  be  poor.  Our  mortality  of 
60%  is  consistent  with  that  of  other  studies,  despite  the  ad- 

TABLE  2 


COMPARISON  OF  CLINICAL  AND  LABORATORY  DATA  OF 
SURVIVORS  VS.  NONSURVIVORS 


Variable 

Nonsurvivors  (9) 

Survivors  (6) 

P Value 

Age  in  years 

52.7  ± 10.5 

55.0  ± 10.5 

0.68 

WBC  count 

11.7  ± 8.4 

10.5  ± 2.8 

Q.69 

Hemogiobin 

9.6  ± 1.6 

12.6  ± 2.0 

0.01* 

FaCyPAO?  ratio 

0.36  ± 0.24 

0.28  ± 0.13 

0.51 

Creatinine 

0.78  ± 0.43 

0.75  ± 0.38 

0.90 

ICU  stay  in  days 

12.3  ± 22.7 

33.8  ± 27.9 

0.12 

APACHE  score 

22.9  ± 6.4 

17.0  ± 6.5 

0.11 

Albumin 

2.08  ± 0.5 

2.97  ± 0.9 

0.02* 

* Statistically  significant. 
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ministration  of  four-drug  antitubercular  therapy.11  Since  this 
limited  study  suggests  that  nutrition,  as  reflected  by  serum 
albumin  and  hemoglobin,  may  have  an  impact  on  survival, 
we  would  encourage  closer  attention  to  modifying  these  pa- 
rameters through  dietary  support.  Now  that  antitubercular 
therapy  is  effective  and  present  technology  allows  safe  main- 
tenance of  mechanical  ventilation,  the  final  factor  in  insur- 
ing survival  of  patients  with  TB  and  respiratory  failure  may 
rest  on  nutritional  repletion. 

We  hope  that  this  pilot  report  will  encourage  investigators 
to  develop  strategies  that  provide  early  and  adequate  dietary 
intervention  as  an  adjunctive  therapeutic  maneuver.  It  is  not 
yet  known  what  degree  of  nutritional  modification  will  sig- 
nificantly affect  the  survival  of  patients  with  TB  and  respira- 
tory failure,  but  our  observations  encourage  further  investi- 
gation in  this  area.Q 
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Case  Report 

A 22-year-old  man  sustained  blunt  abdominal  trauma  in 
addition  to  multiple  orthopedic  injuries  from  a motor  vehicle 
crash.  CT  scan  of  his  abdomen  showed  a grade  I liver  lacera- 
tion and  a grade  III  splenic  injury.  Because  of  suspected  con- 
tinuing blood  loss  and  early  peritonitis  he  was  taken  to  the 
operating  room  for  exploratory  laparotomy,  where  suture 
repair  of  the  liver  laceration  and  splenorrhaphy  with  a Vicryl 
mesh  wrap  were  performed. 

The  patient’s  hospital  course  was  complicated  by  acute 
respiratory  distress  syndrome  (ARDS)  requiring  prolonged 
mechanical  ventilation  during  a three-week  ICU  stay.  By  the 
25th  hospital  day,  he  had  developed  left  upper  quadrant  ab- 
dominal pain  and  abdominal  distention.  Abdominal  CT  scan 
demonstrated  a 25-cm  perisplenic  fluid  collection  (Fig.  1). 
Fie  was  hemodynamically  stable  and  there  was  no  drop  in  his 
hematocrit.  CT-guided  percutaneous  drainage  of  the  collec- 
tion yielded  2,500  cc  of  serosanguinous  fluid.  Analysis  of 
the  fluid  revealed  an  amylase  of  5 U/L  and  bilirubin  was  un- 
detectable. Gram  stain  and  culture  of  the  fluid  were  negative. 
The  drain  was  removed  in  four  days  and  the  patient  was  dis- 
charged home. 

Seven  days  after  discharge,  the  patient  returned  to  the 
emergency  department  complaining  of  abdominal  pain,  ab- 
dominal distention,  and  decreased  appetite.  Abdominal  CT 
scan  demonstrated  a 17-cm  reaccumulation  of  perisplenic 
fluid,  repeat  CT-guided  percutaneous  drainage  of  which 
yielded  2,000  cc  of  serosanguinous  fluid.  He  was  discharged 
home  with  the  drain  in  place. 

Nine  days  later  he  returned  with  fever  and  purulent  dis- 
charge from  the  drain,  culture  of  which  grew  methicillin- 
resistant  Staphylococcus  aureus  (MSRA)  and  Corynebac- 
terium  species.  Treatment  with  vancomycin  and  ofloxacin 
was  begun,  with  further  evaluation  to  determine  any  pancre- 
atic or  biliary  involvement.  ERCP  demonstrated  an  intact 
pancreatic  duct,  but  the  common  bile  duct  could  not  be 


From  the  Department  of  Surgery,  University  of  Tennessee  College 
of  Medicine,  Chattanooga  Unit. 


Figure  1.  (Top)  Double  contrast  enhanced  CT  scan  of  the  upper  abdo- 
men in  the  region  of  the  spleen  demonstrating  a large  splenic  pseudocyst. 
(Bottom)  Image  from  the  same  CT  scan  demonstrating  compression  of 
the  left  kidney  and  displacement  of  abdominal  contents. 
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cannulated.  There  was  normal  visualization  of  the  gallblad- 
der on  nuclear  medicine  scan,  and  the  common  bile  duct 
was  patent  without  evidence  of  biliary  leak.  Exploratory 
laparotomy  revealed  a large  amount  of  purulent  fluid  and  a 
hematoma  within  a dense,  fibrous  capsule  originating  from 
the  superior  pole  of  the  spleen.  A portion  of  the  Vicryl  mesh 
wrap  was  still  intact.  Splenectomy  with  complete  excision  of 
the  pseudocyst  was  performed,  and  a drain  was  placed  in  the 
splenic  bed;  it  was  removed  on  the  fourth  postoperative  day. 
The  patient  recovered  uneventfully,  was  discharged  home, 
and  has  done  well  on  follow-up. 

Discussion 

Though  splenic  pseudocysts  are  rare,  in  the  United  States 
they  are  five  times  as  common  as  parasitic  splenic  cysts.* 1  In 
1958,  Martin  introduced  a classification  of  splenic  cysts 
(Table  l).2 

Splenic  pseudocysts  generally  result  from  injury  to  the 
spleen,  although  30%  of  patients  deny  a history  of  trauma.3 
Pseudocyst  formation  is  believed  to  be  the  result  of  degrada- 
tion of  a perisplenic  hematoma.  The  resorbing  hematoma  and 
fluid  produced  in  response  to  the  inflammation  are  surrounded 
by  a dense  fibrous  wall.4  Splenic  pseudocysts  are  unilocular 
in  80%  of  cases  and  in  50%  of  cases  contain  calcium  depos- 
its in  the  capsule.1  These  are  not  true  cysts,  since  they  are 
devoid  of  an  epithelial  lining. 

Patients  with  a splenic  pseudocyst  present  a variety  of 
symptoms.  Up  to  one-third  of  patients  are  asymptomatic.4 
The  most  frequent  complaint  is  of  vague  abdominal  pain  or 
left  upper  quadrant  pain  radiating  to  the  shoulder.'  Other 
symptoms  include  postprandial  pain,  nausea,  vomiting, 
anorexia,  dysphagia,  a sense  of  fullness,  flatulence,  diarrhea, 
constipation,  dyspnea,  tachycardia,  and  left  renal  colic.  A pal- 
pable left  upper  quadrant  mass  is  found  in  40%  of  patients.3 

The  diagnostic  workup  of  splenic  pseudocyst  has  evolved 
over  the  years.  Historically,  it  has  included  endoscopy,  upper 
GI  series,  barium  enema,  intravenous  pyelography,  arteri- 
ography, splenoportography,  and  splenocystography.  These 
are  unnecessary  today.  Workup  should  begin  with  plain  ab- 
dominal radiographs,  which  will  detect  a mass  in  50%  of 


TABLE  1 

MARTIN’S  CLASSIFICATION  OF  SPLENIC  CYSTS 

I.  Primary  or  true  (with  an  epithelial  lining) 

A.  Parasitic  - hydatid 

B.  Non-parasitic 

1.  Congenital 

2.  Neoplastic 

a.  dermoid 

b.  epidermoid 

c.  lymphangioma 

II.  Secondary  or  false  (without  an  epithelial  lining) 


cases.3  Ultrasound  can  distinguish  between  solid  and  cystic 
masses.  The  diagnostic  test  of  choice,  though,  is  the  CT  scan, 
as  it  provides  the  most  information,  clearly  delineating  the 
extent  of  the  pseudocyst  and  demonstrating  any  other  intra- 
abdominal pathology. 

Once  diagnosed,  splenic  pseudocysts  should  be  treated  if 
they  are  symptomatic  or  larger  than  10  cm.1  Risks  of  the  un- 
treated splenic  pseudocyst  include  an  increase  in  symptoms, 
spontaneous  rupture,  or  infection.  Traditionally,  splenec- 
tomy was  the  treatment  of  choice.  Currently,  many  authors 
advocate  splenic  preservation  to  avoid  the  possibility  of  over- 
whelming post-splenectomy  sepsis.  Spleen  sparing  proce- 
dures include  partial  splenic  decapsulation,  cyst  marsupi- 
alization, or  splenorrhaphy  with  cyst  marsupialization  and 
omental  packing  of  the  remaining  cavity.34  Despite  a high 
recurrence  rate,  radiographically  assisted  percutaneous  drain- 
age is  an  option.1 

Traumatic  pseudocyst  of  the  spleen  is  uncommon.  Still,  it 
must  be  considered  a potential  complication  in  patients  with 
a history  of  splenic  injury.  Diagnosis  and  treatment  are  rela- 
tively straightforward,  and  patients  usually  do  very  well.Q 
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Introduction 

This  article  marks  the  first  in  a series  on  the  revolutionary 
changes  that  have  occurred  in  the  prevention  and  treatment 
of  stroke.  Of  the  nearly  500,000  stroke  victims  each  year  in 
the  United  States,  140,000  fatalities  make  stroke  the  third 
leading  cause  of  death;  more  importantly,  the  survivors  make 
stroke  the  leading  cause  of  neurologic  disability  in  adults. 
Stroke  frequency  and  mortality  are  high  in  the  Southeast, 
sometimes  called  the  “Stroke  Belt.”  Far  from  being  an  inevi- 
table complication  of  aging  and  vascular  disease,  stroke  has 
recently  become  the  subject  of  aggressive  treatments.  First, 
large  clinical  trials  have  established  the  efficacy  of  preven- 
tive treatments,  the  first  revolution  in  the  medical  manage- 
ment of  stroke1,2  (Table  1).  The  later  1990s  promise  a second 
revolution  in  the  treatment  of  stroke,  based  on  new  scientific 
advances  concerning  the  mechanisms  of  ischemia  and  cell 
death.1  These  treatments  include  thrombolytic  agents  to  dis- 
solve clots,  and  “neuroprotective”  drugs,  which  prevent 
ischemic  cell  death.  Stroke  deficits  can  then  be  modified 
even  after  they  have  begun,  making  stroke  an  area  of  active 
therapeutics. 

This  first  article  will  review  stroke  prevention  in  the  popu- 
lation, and  carotid  endarterectomy.  The  second  article  will 
cover  antiplatelet  therapy  for  thrombotic  disorders,  anti- 
coagulation for  sources  of  embolism  to  the  brain,  and  a brief 
introduction  to  acute  stroke  therapy,  including  the  recently 
approved  tissue-type  thromboplastin  activator  (tPA).  Later 
articles  will  discuss  a range  of  topics  related  to  stroke  pre- 
vention and  treatment. 


From  the  Department  of  Neurology,  Vanderbilt  University  School 
of  Medicine,  Nashville.  Dr.  Kirshner  is  a member  of  the  Tennessee 
Stroke  Task  Force,  which  is  supported  by  the  American  Heart 
Association. 
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TABLE  1 


TREATMENTS  EFFECTIVE  IN  PREVENTING  STROKE 


l 

Sli 


Groups  of  Patients 

Normal  persons 
Normal  persons 
Hypertensives 
Diabetics 

Atrial  fibrillation,  other  heart  disorders 
TIA,  minor  stroke,  carotid  stenosis 
TIA,  minor  stroke,  no  carotid  stenosis 
Major  stroke,  secondary  prevention 


Preventive  Treatment 

Low  cholesterol  diet,  exercise  ! 
Avoid  smoking 
Control  blood  pressure 
Control  glucose 
Warfarin  anticoagulation 
Carotid  endarterectomy 
Aspirin  or  ticlopidine 
Ticlopidine 


Most  important  in  stroke  prevention  is  the  management  i 
risk  factors  in  the  population,  including  promotion  of  healthy 
diets,  adequate  exercise,  cessation  of  smoking,  and  screen- 
ing for  hypertension.  The  public  must  be  educated  about  risk 
factors  and  warning  signs  of  stroke.  Most  strokes  are  pre- 
ventable, if  appropriate  measures  are  undertaken  early.  The 
most  common  mechanisms  of  stroke  are  thrombosis  in  large 
and  small  vessel  territories,  and  infarcts  secondary  to  cere- 
bral emboli.  Cerebral  hemorrhage  will  be  considered  in  fu- 
ture articles. 

Surgical  Prevention  of  Stroke 

Carotid  endarterectomy  has  been  in  clinical  use  since  1956, 
but  early  studies  failed  to  confirm  benefit.4  In  1991,  three 
large  studies  all  found  a reduction  of  ipsilateral  stroke  in  op- 
erated patients  with  “symptomatic  stenosis,”  transient  ische- 
mic attack  (TIA),  or  minor  nondisabling  stroke  (Table  2). 
The  NASCET  (North  American  Symptomatic  Carotid  Endar- 
terectomy Trial)5  study  included  595  patients  with  TIA  or 
minor  stroke  and  carotid  stenosis  of  70%  to  99%.  Surgical 
patients  had  fewer  strokes  (9%)  than  the  aspirin-treated  medi- 
cal group  (26%),  amounting  to  prevention  of  9.5  strokes  per 
1 00  patients  operated  upon  per  year.  The  degree  of  benefit 
was  proportional  to  the  degree  of  stenosis,  over  20%  at  90% 
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TABLE  2 

CAROTID  ENDARTERECTOMY  FOR  SYMPTOMATIC  PATIENTS 


Measure 

NASCET  Trial 

European  Trial 

VA  Trial 

Number  of  patients 

595 

778 

189 

Criterion  - % stenosis 

>70% 

>70% 

>50%* 

Length  of  trial 

2 yrs 

3 yrs 

2 yrs 

Stroke:  surgical  Rx 

9% 

10.3% 

7.9% 

Stroke:  medical  Rx 

26% 

16.8% 

25.6% 

Morbidity/mortality 

5% 

7.5% 

5.5% 

* For  those  patients  with  50%  to  70%  stenosis,  there  was  no  difference  in  stroke 
risk  between  surgical  and  medical  therapy. 


stenosis.  The  European  Carotid  Surgery  Trial/’  with  similar 
criteria  of  TIA  or  mild  stroke  and  >70%  ipsilateral  stenosis, 
showed  similar  benefit.  In  the  VA  “symptomatic”  study,7  sur- 
gical patients  with  >50%  stenosis  had  a lower  incidence  of 
crescendo  TIA  or  stroke  than  medical  patients  (7.9%  vs 
25.6%),  but  no  benefit  was  seen  in  patients  with  50%  to  70% 
stenosis.  Seventy  percent  stenosis  of  an  internal  carotid  ar- 
tery in  either  angiographic  projection  has  become  the  con- 
sensus criterion  for  surgery  in  symptomatic  carotid  stenosis. 
Morbidity  and  mortality  in  the  three  trials  approached  5%,  a 
very  acceptable  figure  considering  the  high  risk  of  stroke  in 
these  patients. 

Carotid  endarterectomy  remains  controversial  in  asympto- 
matic patients.  The  VA  study  of  444  men  with  asymptomatic 
stenosis14  reported  an  8%  incidence  of  ipsilateral  TIA  or  stroke 
in  the  surgical  group  versus  20.6%  in  the  medical  group.  Al- 
though this  result  is  favorable,  the  more  important  endpoint 
is  stroke  rather  than  TIA.  Unheralded  stroke  occurred  in  4.7% 
of  surgical  patients  and  9.4%  of  medical  patients,  but  a 4.7% 
complication  rate  of  arteriography  and  surgery  made  the  over- 
all mortality/morbidity  identical  in  the  two  groups.  A second 
study  on  asymptomatic  carotid  stenosis  (ACAS)9  was  termi- 


nated early  because  of  a clear  stroke  reduction  in  surgically 
treated  patients  with  >60%  stenosis.  Projected  five-year  rates 
for  ipsilateral  stroke  or  any  perioperative  major  stroke  or  death 
were  5.1%  in  the  surgical  group  and  11.1%  in  the  medical 
group,  a relative  stroke  reduction  of  53%,  or  an  absolute  stroke 
reduction  of  6%  over  live  years,  or  1 .2%  per  year.  This  risk  is 
lower  than  that  of  symptomatic  patients,  and  stroke  preven- 
tion in  asymptomatic  patients  therefore  requires  a much  lower 
risk  of  surgery.  The  authors  recommended  surgical  manage- 
ment only  with  surgical  risk  <3%.  Limitations  of  the  study 
include  the  use  of  projected  rather  than  actual  data,  the  much 
lesser  benefit  seen  in  women  than  in  men,  and  the  lack  of  any 
correlation  between  degree  of  stenosis  and  degree  of  stroke 
reduction  with  surgery.  Clinicians  have  been  cautious  in  ap- 
plying the  study  recommendations.  The  European  Carotid 
Surgery  Trialists  Collaborative  Group10  followed  2,252  pa- 
tients with  widely  varying  degrees  of  stenosis.  Stroke  risk 
was  2.1%  with  <70%  stenosis  and  5.7%  with  >70%  stenosis, 
but  no  clear  surgical  benefit  was  found.  At  present,  surgery 
for  asymptomatic  stenosis  appears  unjustified  unless  the  de- 
gree of  stenosis  is  >60%  to  70%  and  the  surgical  risk  is  low.G 
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Vanderbilt  Morning  Report 

Shortness  of  Breath  and  Chest  Pain 
In  a Patient  With  Scleroderma 


Case  Report 

A 61 -year-old  woman  with  a 22-year  history  of  sclero- 
derma and  hypertension  presented  herself  to  the  Vanderbilt 
Internal  Medicine  Clinic  with  a chief  complaint  of  intermit- 
tent shortness  of  breath.  She  described  several  episodes  of 
“smothering,”  and  a feeling  of  “the  room  closing  in  on  me.” 
She  also  described  “a  hurting  in  the  chest”  as  a tight  sensa- 
tion when  the  shortness  of  breath  subsided.  The  episodes 
lasted  20  to  30  minutes.  She  denied  radiation  of  chest  pain  or 
diaphoresis.  She  did  note  nausea  on  one  occasion,  and  rarely 
had  a cough  associated  with  the  shortness  of  breath.  These 
episodes  always  occurred  at  night,  but  did  not  awaken  her 
from  sleep.  She  had  no  episodes  associated  with  activity,  nor 
did  they  occur  in  the  daytime.  She  denied  gastroesophageal 
reflux  symptoms,  dysphagia,  or  odynophagia,  and  stated  that 
she  had  been  eating  her  “usual  diet.”  She  had  not  tried  any 
medications  in  an  attempt  to  relieve  these  symptoms. 

Her  medications  include  Captopril  75  mg  three  times  daily, 
hydrochlorothiazide  25  mg  daily,  and  Keflex  500  mg  tablets 
taken  as  needed  for  skin  infections.  Physical  examination 
revealed  a blood  pressure  of  150/100  mm  Hg  in  the  right  arm 
and  160/90  mm  Hg  in  the  left.  The  pulse  was  60/min  and  res- 
piratory rate  16/min.  Cardiovascular  examination  demonstra- 
ted a regular  rate  and  rhythm  without  murmurs,  rubs,  or  gal- 
lops. There  was  no  jugular  venous  distention,  and  no  chest 
wall  tenderness  to  palpation.  The  chest  was  clear  to  ausculta- 
tion and  percussion  except  for  a few  coarse  rhonchi  at  the 
left  base,  and  the  abdominal  examination  was  within  normal 
limits.  There  was  no  peripheral  edema.  The  skin  showed  clas- 
sic changes  of  scleroderma,  with  smooth,  drawn  skin  on  the 
face,  neck,  arms,  and  legs,  and  flexion  contracture  of  all  digits. 

An  EKG  revealed  normal  sinus  rhythm  at  68/min  with 
normal  axis  and  normal  PR,  QRS  and  QT  intervals.  There 
was  T wave  inversion  in  leads  V,  through  V,  and  early  R 
wave  progression,  but  these  were  unchanged  from  an  EKG 
done  ten  years  earlier.  Review  of  past  medical  records  re- 
vealed an  upper  GI  series  done  12  years  prior  with  some  gas- 
troesophageal regurgitation  and  slow  propulsion  of  contrast 
through  the  esophagus,  but  no  esophageal  dilation. 

The  patient  was  instructed  to  return  to  the  emergency  depart- 

Presented  by  Jeannine  Z.  P.  Engel,  MD,  primary  care  chief  medical 
resident,  Vanderbilt  University  Medical  Center,  Nashville. 


ment  if  her  symptoms  recurred,  and  she  was  scheduled  for  an 
outpatient  barium  swallow,  which  revealed  considerable  di- 
lation of  the  esophagus  with  marked  gastroesophageal  re- 
flux. Severe  dysmotility  was  also  noted  in  the  esophagus,  with 
only  rare,  feeble  contractions  in  the  distal  portion.  A chest  ra- 
diograph showed  interstitial  fibrotic  changes  at  the  bases  bi- 
laterally, consistent  with  scleroderma.  The  patient  was  treated 
with  Axid  1 50  mg  twice  daily,  along  with  elevation  of  the  head 
of  the  bed,  and  instructions  to  not  eat  within  three  hours  of  her 
bedtime.  She  reported  marked  improvement  in  her  symptoms. 

Discussion 

Systemic  sclerosis  is  a multisystem  disease  characterized 
by  fibrosis  of  the  skin  and  internal  organs.1  The  exact  patho- 
physiology is  unknown,  but  the  disease  process  occurs  as  a 
consequence  of  interactions  between  the  vasculature,  the 
immune  system,  and  the  mesenchymal  cells  (fibroblasts).  This 
results  in  increased  synthesis  and  deposition  of  collagen  in 
the  skin  and  internal  organs,  as  well  as  mononuclear  cell  in- 
filtration of  the  vasculature.  There  are  two  subsets  of  sys- 
temic sclerosis:  diffuse  and  limited  cutaneous  scleroderma. 
The  limited  variety  is  defined  by  symmetric  skin  thickening 
limited  to  the  fingers,  extremities  distally,  and  face,  and  of- 
ten has  the  features  of  CREST  syndrome,  namely  calcinosis, 
Raynaud’s  phenomenon,  esophageal  dysmotility,  sclero- 
dactyly,  and  telangiectases.  Diffuse  cutaneous  scleroderma 
includes  the  same  skin  findings,  but  they  develop  more  rap- 
idly and  are  more  extensive.  There  is  also  an  increased  inci- 
dence of  visceral  involvement.  Renal  disease  with  hyper- 
tensive crisis  used  to  be  the  major  cause  of  death  in  diffuse 
cutaneous  scleroderma,  but  recent  advances  in  managing  this 
complication,  especially  the  use  of  angiotensin-converting- 
enzyme  inhibitors,  has  made  this  complication  less  ominous.2 
Pulmonary  disease  usually  takes  one  of  two  forms:  severe 
interstitial  fibrosis,  or  severe  pulmonary  arterial  hyperten- 
sion. These  patients  have  severe,  progressive  shortness  of 
breath  and  nonproductive  cough.  Lung  disease  is  now  the 
major  cause  of  death  in  scleroderma  patients,  as  no  treat- 
ment (save  supportive  measures)  has  proved  effective.3  Car- 
diac disease  is  usually  subclinical,  and  may  include  peri- 
carditis, myocardial  disease,  and  disturbances  of  conduction 
or  cardiac  rhythm. 

The  GI  tract  is  the  most  common  visceral  organ  system 
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affected  in  scleroderma.  Both  the  limited  and  diffuse  forms 
can  have  esophageal  involvement,  while  more  extensive  GI 
disease  is  found  only  in  diffuse  cutaneous  disease.  The 
esophagus  is  the  most  commonly  affected  area,  and  also  the 
most  important  clinically.  Early  in  the  disease,  neural  dys- 
function leads  to  incoordination  between  peristalsis  in  the 
lower  two-thirds  of  the  esophagus  and  relaxation  of  the  lower 
esophageal  sphincter  (LES ).  Late  in  the  disease  there  is  com- 
plete loss  of  peristaltic  activity  in  the  lower  esophagus,  and 
LES  pressure  is  virtually  absent.4  This  is  particularly  prob- 
lematic because  there  is  free  reflux  of  stomach  contents,  and 
no  barrier  to  aspiration.  Additionally,  the  lack  of  esophageal 
peristalsis  delays  the  clearance  of  acid  reflux.  Paradoxically, 
the  decreased  motility  and  peristalsis  in  the  stomach  and  small 
intestine  that  occurs  in  scleroderma  may  limit  the  amount  of 
reflux.  Other  common  GI  complications  include  pseudo-ob- 
struction of  the  small  bowel,  megacolon,  colonic  diverticula, 
and  diarrhea  from  bacterial  overgrowth. 

The  treatment  of  esophageal  disease  and  gastroesophageal 
reflux  in  patients  with  scleroderma  is  similar  to  that  in  the 
general  population.  Nonpharmacologic  measures  include 
weight  loss,  smoking  cessation,  elevation  of  the  head  of  the 
bed,  multiple  small  meals,  and  avoidance  of  recumbency 


within  three  hours  of  eating.  Antisecretory  medications  such 
as  H,  blockers  and  proton-pump  inhibitors  have  both  been 
effective  in  the  treatment  of  GERD  in  scleroderma  patients.2,4 
Twice  daily  dosing  of  omeprazole  is  usually  required.  Pro- 
kinetic  agents  such  as  cisapride  have  been  less  effective.  While 
they  do  increase  LES  pressure  and  facilitate  gastric  empty- 
ing in  scleroderma  patients,  they  have  little  effect  on  esoph- 
ageal motility.2  Finally,  anti-reflux  surgery  can  be  consid- 
ered if  all  other  measures  fail,  with  the  realization  that 
recurrent  reflux  symptoms  are  common,  likely  due  to  de- 
layed gastric  emptying.  At  the  other  end  of  the  spectrum, 
obstructive  symptoms  due  to  the  impaired  esophageal  motor 
function  may  occur  if  the  anti-reflux  procedure  renders  it 
“too  tight.”  Currently,  all  therapeutic  approaches  are  targeted 
at  the  GI  complications  of  systemic  sclerosis,  not  at  the  un- 
derlying cause.  Until  the  specific  pathophysiology  of  sclero- 
derma is  elucidated,  symptomatic  therapy  is  the  only  option. □ 
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Preventing  Traumatic  Brain  Injury 


Jean  Doster,  MS 

Introduction 

In  recent  years,  preventive  medicine  has  become  accepted 
and  indeed  essential  in  our  efforts  to  forestall  or  avoid  the 
negative  health  effects  of  obesity,  hypertension,  smoking,  and 
other  lifestyle-related  illnesses.  Physicians  routinely  counsel 
patients  on  preventive  measures  related  to  a healthy  heart, 
advise  on  sodium  intake  as  related  to  high  blood  pressure, 
extol  the  benefits  of  smoking  cessation,  and  prescribe  other 
appropriate  changes  that  can  influence  overall  health.  Physi- 
cians also  have  the  opportunity  to  provide  primary  preven- 
tion related  to  injuries,  particularly  traumatic  brain  injury 
(TBI).  This  is  especially  critical,  given  that  unlike  disease 
conditions  such  as  high  blood  pressure,  injuries  provide  no 
frightening  “warning  symptoms”  that  increase  motivation  to 
take  preventive  measures. 

To  create  further  awareness  of  the  lifelong  consequences 
of  TBI,  the  National  Brain  Injury  Association  has  proclaimed 
October  as  Brain  Injury  Awareness  Month.  This  article  pro- 
vides background  information  on  TBI,  and  includes  preven- 
tion suggestions  for  physicians  to  use  with  patients  of  all  ages. 

The  Problem 

Each  year,  2 million  Americans  sustain  TBI  from  motor 
vehicle  crashes,  falls,  recreation  injuries,  assaults,  and  vio- 
lence. These  injuries  are  the  leading  cause  of  death  and  dis- 
ability of  children  and  young  adults  in  the  United  States.  Of 
those  who  suffer  TBI,  75,000  to  100,000  die,  and  70,000  to 
90,000  must  live  the  remainder  of  their  lives  with  a severe 
disability.1  In  Tennessee,  an  estimated  6,000  people  with  TBI 
are  discharged  from  hospitals  each  year.  The  highest  rate  of 
injury  is  suffered  by  boys  and  young  men. 

The  vast  majority  of  people  hospitalized  for  TBI  are  diag- 
nosed as  having  mild  TBI.  In  children,  brain  injuries  consti- 
tute the  most  important  subtype  of  pediatric  injury  for  three 
mam  reasons:  their  high  absolute  incidence  and  prevalence, 
their  disproportionately  large  contribution  to  mortality,  and 
their  ability  to  irrevocably  alter  the  individual’s  quality  of 
life  even  when  not  “disabling.”  Mild  brain  injury  is  associ- 
ated with  debilitating,  persistent  symptoms,  including  per- 
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sonality  changes,  headaches,  a propensity  to  seizures,  and 
behavior  problems.  Significantly  more  children  who  have 
suffered  head  injuries  exhibit  behavior  problems  in  school 
than  those  who  have  not.  Due  to  the  absence  of  obvious  or 
enduring  symptoms  (such  as  skull  fracture,  loss  of  conscious- 
ness, or  abnormal  neurologic  signs)  mild  but  significant  brain 
injury  can  go  unnoticed,  especially  in  children,  and  can  lead 
to  subtle  but  significant  difficulty  later  on.2 

The  financial  and  emotional  impact  of  TBI  can  be  devas- 
tating for  both  people  with  brain  injuries  and  their  families. 
Because  people  with  brain  injuries  are  typically  young  adults, 
the  loss  of  productivity  and  jobs  over  the  normal  life  span  is 
enormous.  A person  with  a severe  brain  injury  may  amass 
$436,000  in  medical  costs  and  additional  annual  costs  of 
$32,000  to  $63,000  for  rehabilitation  and  ongoing  medical 
expenses.1 

The  Injuries  and  Preventive  Measures 

Motor  vehicle  crashes  cause  one-half  of  all  TBI.  In  the 
United  States,  some  2.7  million  people  per  year,  or  more  than 
9,000  individuals  per  day,  may  suffer  significant  brain  injury 
from  motor  vehicle  crashes.3  About  40,000  people  die  in 
motor  vehicle  crashes  each  year  and  63%  of  all  injury  deaths 
to  children  and  teens  in  the  United  States  are  motor  vehicle 
related.  Teens  and  infants  are  the  most  vulnerable  popula- 
tions. Brain  injury  is  also  the  leading  cause  of  death  in  mo- 
torcycle crashes. 

Brain  injury,  unlike  many  other  illnesses,  can  be  prevented 
in  many  instances.  Physician  counseling  should  include  the 
following  advice  for  reducing  the  risk  of  brain  injury: 

• Wear  safety  belts.  The  single  most  important  method  of 
preventing  brain  injuries  from  motor  vehicle  crashes  is  the 
use  of  safety  belts.  They  are  57%  effective  in  preventing  fatal 
or  serious  injuries.  In  other  words,  an  individual’s  chances  of 
survival  are  more  than  doubled  by  the  use  of  safety  belts. 

• Use  a child  restraint  device  to  protect  small  children 
under  age  4. 

• Never  drink  and  drive. 

• Use  helmets.  The  single  most  important  variable  deter- 
mining survival  for  motorcycle  crashes  is  the  use  of  safety 
helmets.3  Motorcyclists  who  do  not  wear  helmets  have  a 27% 
greater  chance  of  dying  than  those  who  do. 
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Falls  account  for  21%  of  all  TBI.  Falls  are  the  primary 
source  of  head  injury  in  children,  and  account  for  about  60% 
of  the  injuries.3  Falls  are  second  only  to  motor  vehicle  crashes 
as  a leading  cause  of  brain  injury  in  the  elderly. 

Counseling  advice: 

• Use  energy-absorbing  playground  surfaces  or  loose 
materials  such  as  wood  chips  or  sand.  Swings  should  be  made 
of  rubber,  plastic  or  canvas,  and  have  rounded  edges  and  a 
smooth  finish. 

• Keep  stairs  safe  by  clearing  them  of  toys,  laundry,  etc. 
Remove  or  repair  loose  carpeting  or  treads.  Use  net  gates  at 
stairs. 

• Install  nonskid  surfaces  in  the  tub. 

• For  individuals  unsteady  on  their  feet,  encourage  the 
purchase  of  sturdy  shoes. 

Assaults  and  violence  account  for  12%  of  all  TBI.  More 
than  2.2  million  people  annually  suffer  nonfatal  injuries  from 
assaultive  violence.3  Child  abuse,  including  shaken  baby  syn- 
drome, accounts  for  64%  of  infant  brain  injuries.  Abuse- 
related  brain  injury  is  the  leading  cause  of  death  in  children 
under  the  age  of  2. 

Counseling  advice: 

• Avoid  places  where  there  is  risk  of  assault,  e.g.  “rough” 
bars. 

• Keep  firearms  stored,  unloaded,  in  a locked  cabinet. 

• Discipline  your  child  with  caution  and  restraint,  avoid- 
ing physical  means.  Even  mild  shaking  can  damage  a child’s 
brain.  Never  shake  or  strike  a child. 

Sports  and  recreational  activities  account  for  10%  of  all 

TBI.  Head  injuries  are  the  primary  cause  of  death  in  75%  to 
80%  of  all  cyclist  fatalities;  20%  to  24%  of  all  pediatric  head 
injuries  are  due  to  bicycle  riding.2  Brain  injury  rates  are  high- 
est among  boys  aged  10  to  14.  An  important  source  of  bicy- 
clist head  injuries  that  has  not  received  much  research  atten- 
tion is  the  bicycle-mounted  child  seat. 

Since  1 980,  over  1 ,000  persons  have  been  killed  and  some 
340,000  persons  injured  in  all-terrain  vehicle  (ATV)  mishaps. 
The  American  Academy  of  Pediatrics  has  termed  ATVs  a 
serious  hazard  to  the  health  and  well-being  of  children.3  Mini- 
bikes, trailbikes,  skateboards,  roller-blading,  and  equestrian 
sports  have  all  been  implicated  in  brain  injuries  in  adults  and 
children. 

Counseling  advice: 

• Use  helmets.  Purchase  safety  helmets  that  meet  or  sur- 
pass American  National  Standards  Institute  (ANSI)  and  the 
Snell  Memorial  Foundation  standards.  Use  a helmet  when 
riding  a bicycle  of  any  type  as  well  as  when  skateboarding, 
roller-blading,  or  horseback  riding. 

• Bicycle  helmets  are  85%  to  88%  effective  in  mitigating 
total  head  and  brain  injuries.  Children  can  be  encouraged  to 


wear  helmets  if  their  preferences  are  considered.  Color  is  an 
important  determinant  of  helmet  preference;  black  is  most 
frequently  selected,  white  least  frequently.  Helmet  design  and 
styling  are  important;  helmets  with  hard  plastic  shells  are 
preferred  over  soft-shell  models.  Children  need  to  be  reas- 
sured that  their  peers  consider  wearing  helmets  “smart.” 

Who  Needs  this  Information? 

In  terms  of  who  sustains  TBI,  boys  and  men  aged  14  to  24 
are  at  highest  risk,  followed  by  infants  and  the  elderly.  Chil- 
dren are  at  risk  as  well,  especially  in  the  afternoon  hours  af- 
ter they  are  dismissed  from  school.  Therefore,  patients  of  all 
ages — parents,  children,  teens,  and  seniors — will  benefit  from 
brain  injury  prevention  information. 

For  information  on  sources  of  age-appropriate  brain  in- 
jury prevention  materials  for  in-office  use,  contact  the  Ten- 
nessee Traumatic  Brain  Injury  Program  at  (800)  882-061 1.0 
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Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $1 40,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
*Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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News  and  Views 


TMA  Alliance  Report 


Dollars  Can  Make  an  Impact 

In  this  year  of  health  care  wars  and  budget  cuts  we  need  to 
ensure  that  we  have  elected  candidates  sympathetic  to  medi- 
cine. IMPACT  funds  can  help  us  to  reach  that  goal  by  providing 
the  all-important  financial  dimension  to  medicine’s  voice  in 
Nashville.  Are  you  aware  that  none  of  your  TMA  and  TMAA 
dues  can  be  contributed  to  political  campaigns? 

It  is  imperative  that  now,  more  than  ever,  physicians  and  their 
spouses  keep  aware  of  the  legislative  issues  at  hand.  To  decide 
which  candidates  will  get  IMPACT  funds,  an  appointed  board 
of  directors  thoroughly  investigates  each  prospective  candidate. 
Voting  records  are  researched,  personal  interviews  are  held,  and 
knowledgeable  political  sources  are  consulted.  Your  member- 
ship allows  IMPACT  to  build  strong  relationships  with  medi- 
cine-friendly legislators,  enabling  physicians  to  concentrate  on 
the  task  at  hand — providing  quality  care  for  their  patients.  Please 
support  IMPACT  by  sending  you  personal  checks  to: 

IMPACT,  P.O.  Box  120909,  Nashville,  TN  37212-0909 

This  is  a particularly  exciting  election  year  for  the  state  of 
Tennessee.  We  have  three  physician  spouses  running  for  elected 
office. 

Shirley  Duer  (R),  wife  of  Dr.  Carl  Duer  of  Crossville,  is  run- 
ning for  a Senate  seat  in  district  12.  She  has  been  a Representa- 
tive to  district  12  since  1980. 

Mary  Ann  Eckles  (D),  wife  of  Dr.  George  Eckles  of 
Murfreesboro,  is  running  for  her  second  term  in  the  House  of 
Representatives  in  the  49th  district. 

Rosalind  Kurita  (D),  wife  of  Dr.  George  Kurita  of  Clarksville, 
is  running  for  the  Senate  seat  in  district  22. 

The  1996  election  gives  us  the  opportunity  to  have  a strong 
voice  in  Nashville. 

Sue  Vegors 

TMAA  State  IMPACT  Chairman 


Goals  1996 — Why  We  Matter 

Within  the  first  few  months  after  the  November  1994  elec- 
tion, a newly  elected  age  group  helped  steer  a course  of  reform 
unprecedented  in  this  century.  Yet  their  chosen  instrument  of 
change  is  not  just  found  in  our  elected  officials,  but  it  is  the 
reflection  in  the  power  of  grassroots  organizations. 

All  across  America  these  grassroots  movements  are  creating 
new  voices  and  new  ideas.  Not  just  passive  observers,  but  pow- 
erful advocates  of  their  views.  Little  did  any  of  us  realize  the 
outpouring  there  was  on  a national  and  local  level. 

Here  m Tennessee,  the  TMAA  plans  to  be  in  the  forefront  of 
these  efforts  in  the  pursuit  of  a quality  health  care  system  for 
physicians  and  patients.  Following  are  our  legislative  goals  for 
the  upcoming  year: 

• Improve  Communication.  Getting  our  message  out  is  para- 
mount in  making  our  goals  happen.  Of  the  many  ways  we  can 
reach  our  officials,  one  form  we  take  for  granted  is  a personal 
letter.  This  is  a powerful  tool  in  recruiting  and  energizing  people. 

• Rebuild.  Rebuild  our  grassroots  support  for  key  medical 


legislation. 

• Recruit.  Recruit  all  new  and  old  alliance  members.  We  are 
all  key  members  in  our  mutual  goals. 

• Educate.  Educate  our  high  school  and  university  students 
on  the  value  and  responsibility  of  voting,  encouraging  the  teach- 
ing and  learning  of  the  fundamental  electoral  process. 

One  lesson  we  have  learned  is  that  we  cannot  change  health 
care  through  one  big  legislative  “fix.”  Instead,  by  sensibly  build- 
ing one  block  at  a time,  we  stand  a better  chance  of  making 
dramatic  improvements  in  health  care. 

Linda  Knabb 

TMAA  State  Legislative  Chairman 


Letters  to  the  Editor 


Loss  Prevention 

To  the  Editor: 

This  letter  is  about  “Who/Where  Is  My  Doctor?”  in  the  Au- 
gust issue  of  Tennessee  Medicine  ( Tenn  Med  89:286-287,  1 996). 

The  disclaimer  in  italics  underneath  Dr.  Avery’s  photo  robs 
this  article  of  any  relevance  or  teaching  use  it  might  have  had. 

First.  As  written,  I can’t  tell  what’s  fiction  and  what’s  fact. 
This  is  the  author’s  aim.  Physicians  are  not  idiots;  they  are  taught 
to  read  and  to  learn.  They  do. 

Second.  If  this  is  an  “insurance  article,”  all  that  need  be  said 
is:  It’s  cheaper  to  settle  than  litigate.  After  excess  verbiage.  Dr. 
Avery  says  that. 

Third.  The  legal  profession  has  several  formats  for  elucidat- 
ing the  legal  aspects  of  a case.  One  of  them  sets  forth  the  is- 
sues; the  relevant  fact  situation;  the  applicable  law;  an  analy- 
sis, if  needed;  and  conclusions. 

Such  a format  has  been  used  for  many  years,  which  attests 
to  its  utility. 

I might  point  out  that  the  case  in  the  August  ’96  issue  was 
about  a lawsuit,  which  means  it  is  “on  public  record”  which 
means  anyone  who  chooses  can  read  it.  Although  Dr.  Avery’s 
feelings  for  the  defendant  are  commendable,  the  law  has  al- 
ready stripped  the  defendant  of  his  anonymity.  The  author’s  at- 
tempt is  pointless. 

I would  like  to  recommend  that  an  attorney  at  SVMIC  or 
elsewhere  write  the  appropriate  article  in  the  proper  form.  This 
will  instruct  your  readers  more  fully  and  more  adequately. 

Charles  W.  Quimby  Jr.,  MD 
5247  Old  Harding  Road 
Franklin.  TN  37064 


Response 

There  seem  to  be  two  issues  in  this  letter  that  should  be  an- 
swered. The  first  is  the  reference  to  the  format  used  by  attor- 
neys to  present  the  legal  aspects  of  a case.  It  has  never  been  the 
aim  of  the  “Loss  Prevention  Case  of  the  Month"  to  be  a legal 
presentation.  Rather,  the  effort  is  made  to  present  the  clinical 
setting  in  such  a way  that  the  reader  might  deduce  the  reasons 
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the  physician  was  sued  in  the  first  place  and  try  to  avoid  such 
behavior  in  his  own  practice. 

The  second  issue  in  the  letter  is  a reference  to  the  disclaimer 
which  is  placed  at  the  beginning  of  the  article.  There  is  an  at- 
tempt to  fictionalize  the  case  to  the  extent  that  the  physician 
whose  case  it  happens  to  be  is  less  likely  to  be  embarrassed  by 
the  recognition  of  the  case  by  himself  or  a colleague. 

J.  Kelley  Avery,  MD 
P.O.  Box  159012 
Nashville,  TN  37215-9012 


TMA  Board  of  Trustees  Meeting  Minutes 


July  13-14,  1996 

The  following  is  a summary  of  the  major  actions  taken  by 
the  Board  of  Trustees  of  the  Tennessee  Medical  Association  at 
its  regular  third  quarter  meeting. 

The  Board,  staff,  and  guests  honored  the  memory  of  Dr. 
Thomas  K.  Ballard  Jr.,  TMA  past  president,  who  had  passed 
away  July  9,  1996,  with  a moment  of  silence. 

The  following  agenda  items  were  placed  on  the  consent  cal- 
endar: (1)  Response  to  Resolution  No.  27-96  “Medical  Class 
Action  Lawsuit  Against  the  Tobacco  Industry.”  (2)  Endorse- 
ment of  Breast  & Cervical  Cancer  Program.  (3)  Endorsement 
of  AIDS  Screening  Program.  (4)  Quarterly  report  of  TMA  Phy- 
sician Services,  Inc. 

THE  BOARD: 

Approved  Minutes.  Approved  the  minutes  of  the  April  1 1 
and  April  14,  1996  meeting  as  distributed,  and  approved  the 
minutes  and  confirmed  the  actions  of  the  Executive  Committee 
meeting  held  May  29,  1996. 

Strategic  Plan.  Received  a report  from  Mr.  Alexander  on 
the  progress  of  work  performed  by  TMA  staff  concerning  the 
Strategic  Plan. 

Contract  Review  Service.  Received  a report  from  Mr. 
Overlock  on  the  response  to  the  request  for  proposals  for  health 
care  contract  reviews.  The  Board  deferred  action  on  the  selec- 
tion of  a firm  to  the  Executive  Committee. 

Annual  Meeting  Committee.  Received  a report  from  Mr. 
Grant  on  the  progress  of  the  1997  “48-Hour”  Annual  Meeting 
to  be  held  in  Chattanooga,  April  11-12. 

Ritalin  Study  Nominations.  Deferred  action  to  the  Execu- 
tive Committee  for  the  submission  of  names  for  consideration 
of  appointment  to  the  special  house  study  committee  on  Ritalin. 

TMA  Interspecialty  Advisory  Council.  Deferred  action 
to  the  Executive  Committee  to  submit  names  for  consideration 
of  appointment  to  the  newly  formed  TMA  Interspecialty  Advi- 
sory Council. 

TMA  Committee  Appointments.  Reappointed  Dr.  Cynthia 
Youree,  Brentwood,  to  serve  a two-year  term  on  the  Commit- 


tee on  Continuing  Medical  Education.  Appointed  Dr.  Neal 
Beckford,  Memphis,  to  serve  as  chairman  of  the  Committee  on 
Managed  Care,  and  appointed  the  members  currently  serving 
on  the  Managed  Care  Task  Force  to  serve  as  the  committee  mem- 
bers. Deferred  action  to  the  Executive  Committee  to  appoint  i 
members  to  the  newly  formed  Committee  on  Practice  Manage- 
ment. Appointed  Dr.  Charles  Jordan  III,  Cookeville,  to  serve  as 
chairman  of  the  Interprofessional  Liaison  Committee. 

State  Appointments.  Agreed  to  submit  the  names  of  Drs. 
Jesse  C.  Woodall  Jr.,  Memphis;  Frank  H.  Boehm,  Nashville; 
and  Samuel  D.  Evans,  Maryville,  for  consideration  of  appoint- 
ment to  the  State  Perinatal  Advisory  Committee. 

Quarterly  Reports.  Received  written  quarterly  reports  from  I 
SVMIC  and  IMPACT  . 

Report  from  the  Tennessee  Delegation  to  the  AMA.  Re- 
ceived a report  from  Dr.  Allen  S.  Edmonson,  Memphis,  chair- 
man of  the  Tennessee  Delegation  to  the  AMA,  on  the  actions 
taken  by  the  AMA  House  of  Delegates  at  its  Annual  Meeting  in  ; 
Chicago. 

i 5 

Governmental  Medical  Services  and  Third  Party  Payors.  \i 

Referred  the  report  presented  by  the  Committee  on  Governmental 
Medical  Services  and  Third  Party  Payors  back  to  the  committee 
for  further  deliberation. 

t 

Managed  Care  Seminars.  Approved  the  recommendations  \ 
submitted  by  Mr.  Miller  for  proposed  managed  care  seminars  to 
be  held  in  various  locations  of  the  state. 

\ 

Board  of  Dentistry  Ruling.  Received  a report  on  a recent 
ruling  made  by  the  Board  of  Dentistry  that  “esthetic”  encom- 
passes cosmetic  surgery. 

Membership  Surveys.  Agreed  to  consider  an  outside  source 
for  a membership  survey,  and  directed  staff  to  present  propo- 
sals for  the  cost  of  conducting  such  a survey  to  the  Executive 
Committee. 

Workers’  Compensation  Advisory  Committee.  Confirmed 
the  actions  of  the  TMA  president.  Dr.  Richard  M.  Pearson,  sup- 
porting the  consideration  of  Drs.  Fred  Killeffer,  Knoxville;  Wil- 
liam R.  Stewart  III,  Nashville;  and  Ron  Bingham,  Jackson,  for 
consideration  of  appointment  to  the  Workers’  Compensation  Ad- 
visory Committee. 

Board  of  Medical  Examiners.  Received  a report  from  Mr. 
Greene  that  Governor  Sundquist  had  appointed  Dr.  David 
O’Neal,  Chattanooga,  and  reappointed  Dr.  Daniel  Starnes,  Nash- 
ville, to  the  Board  of  Medical  Examiners. 

Clinical  Oversight  Committee  for  TennCare  Partners 
Program.  Agreed  to  submit  the  name  of  Dr.  Robert  Neaderthal, 

Nashville,  for  consideration  of  appointment  to  the  Clinical  Over- 
sight Committee  for  TennCare  Partners  Program. 

TMA  Antitrust  Policy.  Adopted  an  antitrust  compliance 
policy  along  with  a TMA  Board  of  Trustees  general  rules  of 
antitrust  compliance. 

Second  Quarter  Financial  Statement.  Received  a report 
from  Dr.  James  Chris  Fleming,  TMA  secretary/treasurer,  on  the 
finances  of  the  TMA  through  the  second  quarter.  □ 
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In  Memoriam 


William  M.  Bielskis  Jr.,  age  57.  Died  March  13,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

William  E.  Elliott,  age  69.  Died  July  2,  1996.  Graduate  of  Uni- 
versity of  Washington  School  of  Medicine.  Member  of  Blount 
County  Medical  Society. 

Charles  K.  Gardner,  age  83.  Died  July  26,  1996.  Graduate  of 
Baylor  University  School  of  Medicine.  Member  of  Nashville 
Academy  of  Medicine. 

Irving  R.  Hillard,  age  83.  Died  July  23,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Paul  Ramsey  Michael,  age  47.  Died  August  15,  1996.  Graduate 
of  University  of  Florida  College  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Daphine  Sprouse,  age  71.  Died  August  3,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Jean  C.  Tarwater,  age  72.  Died  July  3,  1996.  Graduate  of  Uni- 
versity of  Tennessee  College  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 

M.  Clarke  Woodfin  Sr.,  age  88.  Died  July  31,  1996.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Denis  A.  Harlock,  MD,  New  Johnsonville 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Carole  L.  Long,  MD,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jitendra  G.  Gandhi,  MD,  Chattanooga 
Randy  R.  Heisser,  MD,  Chattanooga 
Larry  D.  Howard,  MD,  Chattanooga 
Edwin  T.  Hulse,  MD,  Ft.  Oglethrope,  GA 
Joseph  Kipikasa,  MD,  Chattanooga 
Tamunosaki  E.  Lawson,  MD,  Chattanooga 
Eric  Mayer,  MD,  Chattanooga 
Michael  C.  Mena,  MD,  Chattanooga 
Michael  Najjar,  MD,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

David  A.  Forsberg,  MD,  Knoxville 
Brent  A.  Grishkin,  MD,  Knoxville 
John  M.  H ayde k,  MD,  Knoxville 


Albert  K.  Holmes,  MD,  Knoxville 
Thomas  R.  Pollard,  MD,  Knoxville 
D.  Skip  Sallee  II,  MD,  Knoxville 
Charles  B.  Treasure  II,  MD,  Knoxville 

McMINN  COUNTY  MEDICAL  SOCIETY 

Ronald  A.  Leo,  MD,  Athens 

NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  L.  C half  ant  Jr,  MD,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Gurpal  S.  Bindra,  MD,  Dyersburg 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Naresh  R.  Mistry,  MD,  Oak  Ridge 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  July,  1996.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in 
other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two, 
or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1;  for  the  three-year 
award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1.  Each  application  for  the  PRA  must  also  verify  par- 
ticipation in  Category  2 CME  activities. 

Jack  R.  Baker,  MD,  Nashville 
Robert  F.  Baker,  MD,  Sparta 
Benjamin  F.  Byrd  Jr.,  MD,  Nashville 
David  L.  Cunningham,  MD,  Memphis 
Thomas  S.  Dake,  MD,  Columbia 
Deborah  C.  German,  MD,  Nashville 
Robert  L.  Haley,  MD,  Nashville 
Elbert  E.  Hines,  MD,  Bartlett 
Dabney  James,  MD,  Chattanooga 
Stephen  S.  Kim,  MD,  Cleveland 
Sarma  R.  Kunda,  MD,  Chattanooga 
Harry  M.  Lawrence,  MD,  Chattanooga 
John  R.  Lorenz,  MD,  Greeneville 
Donald  R.  Lovelace,  MD,  Kingsport 
Lawrence  D.  Lubow,  MD,  Hendersonville 
Harold  A.  McCormack,  MD,  Memphis 
Douglas  P.  Mitchell,  MD,  Nashville 
Eric  D.  Mojfet,  MD,  Kingsport 
Jon  M.  Owings,  MD,  Pulaski 
Frances  K.  Patterson,  MD,  Knoxville 
John  B.  Phillips,  MD,  Parsons 
Ann  H.  Price,  MD,  Nashville 
Frank  W.  Stevens,  MD,  Nashville 
Richard  B.  Stewart,  MD,  Nashville 
Marion  B.  Tallent,  MD,  Brentwood 
William  S.  West,  MD,  Nashville 
Winston  H.  Worthington,  MD,  Knoxville 
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Personal  News 


Richard  L.  Breeden,  MD,  Tullahoma,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Sleep  Medicine. 

Robert  C.  Collier,  MD,  Tullahoma,  has  been  certified  as  a Dip- 
lomate of  the  American  Board  of  Ophthalmology. 

Eddie  Joe  Reddick,  MD,  Nashville,  has  received  the  American 
Society  of  Abdominal  Surgeons  Distinguished  Service  Award 
for  his  pioneering  work  in  laparoscopic  cholecystectomy. 


CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award  Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  conducting 
such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Nov.  1-2  15th  Gynecological  Surgery  Seminar 
Nov.  4-8  Advances  in  Medicine — Maui,  Hawaii 
Jan.  9-1 1 High  Risk  Perinatal  Seminar 
Feb.  17-20  Update  in  Obstetrics  & Gynecology — Grand  Caymen 
Island 

Feb.  23-28  Clinical  Medicine— Kauai,  Hawaii 
March  6-8  Symposium  on  Critical  Care  & Emergency  Medi- 
cine— Hot  Springs,  Ark. 

March  8-15  Current  Issues  in  OB/GYN — Snowmass  Village,  Colo. 
March  16-22  30th  Review  Course  for  the  Family  Physician 

Knoxville 

Nov.  6-8  Advanced  Cardiac  Life  Support  Course 

Nov.  15-16  New  Concepts  in  the  Treatment  of  Cardiac  Disorders 

Dec.  3-5  Perinatal  Update  ’96 — Gatlinburg 

April  23-25  20th  Family  Practice  Update  & Review — Gatlinburg 

Chattanooga 

Dec.  5-6  Cardiology 
Feb.  23-26  Clinical  Medicine — Kauai,  Hawaii 
March  7-8  Allergy  & Immunology 
March  20-21  Pediatrics 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct.  18-19  Laryngeal  Video  Endostroboscopy  Workshop 
Nov.  13-16  2nd  Neonatology  Symposium — Asheville,  N.C. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 

Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the  participating 
department.  The  experience  includes  conferences,  ward  rounds, 
audiovisual  materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


I MOVING?  Send  Us  Your  Address  1 

1 1 

Carolyn  Avery  & Associates,  Inc. 

Please  notify  us  six  weeks  in  advance. 

1 1 
i Old  Address  > 

Offers  a range  of  services 

i Name  , 

• Physician  and/or  Staff  Consulting  i 

j Address 

• On-Site  Training  & Seminars 

• City/State/Zip  ‘ 

• Policies  & Procedures  Manuals 

! New  Address  ! 

• Employee  Handbooks  y^/\  \ 

!l  Address  ! 

W 

‘ City/State/Zip  1 

1 Effective  Date  of  New  Address  1 

PO  Box  159012  • Nashville,  TN  37215-9012 

| Send  to:  TMA,  PO  Box  1 20909,  Nashville,  TN  37212-0909  | 

!_  J 

(615)  383-6321  • Fax  (615)  385-9777 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

RADIOLOGY  ASSOCIATE  wanted  for  progressive  North  Missis- 
sippi City  of  15,000.  New  hospital  renovation  including  X-Ray 
Department.  New  color  ultrasound,  spect  gamma  camera,  GE 
Highlight  advantage  CT  and  mobile  GE  0.5  Signa  MR.  Excellent 
recreation  (boating,  fishing,  hunting,  golf,  tennis,  etc.).  Good 
schools.  FAX  CV  to  (601)  226-3149. 


Need  two  IM/PEDS  OR  PEDS  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Office  space  available,  ready  for  new  physicians.  Family-ori- 
ented community,  located  in  the  beauty  of  the  mountains  and 
lakes.  Service  area  of  55,000.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


PRIMARY  CARE  PHYSICIAN  seeking  partner  for  private  prac- 
tice. Will  discuss  salary  guarantee  for  your  first  year  and  other 
incentives.  For  more  information  please  call  Anne  Helvey,  Direc- 
tor of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  to  join  two  estab- 
lished primary  care  physicians  or  start  up  your  own  practice. 
Service  area  55,000.  Guaranteed  salary  while  you  start  up  your 
own  practice  or  salaried  position  with  excellent  benefit  package. 
For  more  information  call  Anne  Helvey,  Director  of  Physician 
Services  (423)  854-5805. 


POSITION  WANTED 

SEMI-RETIRED  RADIOLOGIST  is  available  for  locum  tenens. 
Many  years  experience  as  Department  Chairman  in  a busy 
hospital.  Experienced  in  all  modalities  including  mammography, 
nuclear  medicine,  angio  and  interventional,  CT,  MRI,  and  ultra- 
sound. References  furnished.  Please  mail  request  to  COA-100, 
c/o  Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909. 


BC/BE  EMERGENCY  ROOM  PHYSICIAN  needed  immediately 
in  Northeast  Tennessee.  Annual  ER  volume  is  22,000  in  a 150- 
bed  facility.  Located  in  a family-oriented  community,  surrounded 
by  the  mountains  and  lakes  with  a population  of  52,000.  For 
more  information  and  confidential  consideration,  please  contact 
Anne  Helvey,  Director  of  Physician  Services  (423)  854-5805. 


Need  two  FAMILY  PRACTICE  PHYSICIANS  OR  FP/OB  to  join 
a practice  of  six  already  established  primary  care  physicians. 
The  practice  will  pay  you  an  exceptional  base  salary,  excellent 
benefits,  plus  incentives.  Population  52,000.  Family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes. 
New  office  space  available.  For  more  information  call  Anne 
Helvey,  Director  of  Physician  Services  (423)  854-5805. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersville,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 


Team  Health  has  Immediate  Opportunities: 


Medical  Directorships  £r  Clinical  Opportunities 

Springfield  — Northcrest  Medical  Center  is  a newly  constructed 
facility  with  an  approximate  annual  patient  volume  of  19,000. 
Located  only  45  minutes  north  of  Nashville,  the  area  offers 
numerous  recreational  activities. 

Greeneville  — Laughlin  Memorial  Hospital  is  a new  facility  with  a 
10-bed  ED  and  a separate  triage  room.  Physician  Assistant  double 
coverage  is  provided  on  Saturday  and  Sunday,  and  the  approx- 
imate annual  patient  volume  is  18,000. 

Kingsport  — Indian  Path  Hospital  has  an  approximate  annual  patient 
volume  of  23,000,  and  double  coverage  is  provided  on  the  weekends. 
The  thriving  economy,  reasonable  cost  of  living,  cultural  and 
recreational  activities  and  temperate  climate  all  combine  to  make  it  one 
of  the  top  25  most  livable  metropolitan  areas  in  the  United  States. 

Clinical  Opportunities 

Sevierville  — Fort  Sanders  Sevier  has  PA  double  coverage  and  a 
PA  staffed  fast-track.  The  facility  is  located  10  minutes  from  the 
outlets  of  Pigeon  Forge  and  the  skiing  in  Gatlinburg,  and  it  is  only 
40  minutes  from  downtown  Knoxville. 

Team  Health  offers  competitive  compensation,  flexible  scheduling 
with  no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these  opportunities,  visit 
our  Booth  M3  8 at  the  National  ACEP  Convention 
or  call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-909-8366 


TEAM 

HEALTH 
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Cali  today! 

Sacramento,  Cairf.  1-800-253-6188 
Atlanta.  Ga.  1-600624-5293 
Austin,  Texas  1-800633-4388 
Youngstown,  Ohio  1-600-2466098 


A OKl'Af  W to  S&RVf 


Wteft  your  waiting  room  looks  like  this, 
you  respond  to  a different  kind  of  cafi. 

Tiie  kind  that  makes  your  heartbeat 
quicken.  And  iets  you  stand  proud.  The 
cat!  of  duty. 

You  can  answer  America's  need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  are,  you’!!  find  time  to  participate.  Ho 
matter  how  ful!  your  iife  is.  you’ll  find  the 
adventure  amazing. 

Return  the  ceil  to  serve  your  country,  by 
casing  the  Reserve  office  nearest  you 
today.  Well  be  waiting. 

25-601-0011 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Tbomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  ah 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
"top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 


386 


Tennessee  Medicine  ~ October,  1996 


At  Boatmen's  Trust,  we  manage  more  money  than  many 


well-known  mutual  fund  families.  That's  because  we're  a lot  better 


at  managing  money  than  most 


people  realize. 


We  have  compiled  a 


long-term  track  record  in  both 


ASSETS  UNDER  MANAGEMENT 

(In  Billions) 


Boatmen's  Trust 

$34.0 

Mutual  Fund  Assets: 

Dreyfus 

31.6 

Scudder  Stevens  & Clark 

30.3 

Oppenheimer  Management 

27.2 

Van  Kampen 

21.5 

Prudential  Mutual 

21.3 

Federated  Investors 

17.2 

Source  for  Mutual  Funds:  Barron's  2/5/96 
(Totals  do  not  include  money  market  funds.) 


stocks  and  bonds  that's  beaten  the  leading  averages. 


And  our  level  of  personal  service  is  much  higher  than  the 


service  you  get  from  a mutual  fund. 


So  if  you  want  top-notch  professional  management  for  your 


portfolio,  call  the  trust  company  that  knows  how  to  manage  money. 


For  more  information,  call  Brian  Dunston  at  901-762-6241. 


BOATMEN'S*  TRUST  COMPANY 

A Trust  Company  "That  Knows  How  To  Manage  Money. 


The  Tennessee  Medical  Association 

The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 


Jo  Martyn  sjs 


Sherry  Neil  Jjp 


Dexter  Holmes  ♦ 


Mitzi  Er.ix  O 


Paula  Benson  ★ 


Miriam  Newton  ♦ 


Cassie  Griffin 


Michelle  Rolfe  (► 


Lora  Terpstra  ► 


Paige  Lowery 


Carla  Horton  ije 


Steve  Easterling  sjc 


Astra  Merck 


Memphis  Customer  Unit 
6075  Poplar  Avenue,  Suite  700 
Memphis,  IN  38119 
(800)  767-7221 


Nashville  Customer  Unit 
51 10  Maryland  Way,  #190 
Brentwood,  IN  37027 
(800)  295-3935 


President’s  Comments 


Richard  M.  Pearson,  MD 


Thank  You 


Great  words,  trivialized  by  inappropriate,  insincere  usage,  are  numerous.  Every  bill,  state- 
ment, cash  register  receipt,  restaurant  menu,  and  prepackaged  hamburger  has  these  words  printed 
on  them.  The  message,  of  course,  is  not  from  the  heart. 

Giving  thanks,  when  it  is  from  the  heart  and  doesn’t  hope  for  any  secondary  gain,  is  like 
prayer.  The  very  act  benefits  the  giver  regardless  of  the  gift.  Giving  thanks,  however,  cannot 
only  fall  victim  to  overuse  and  trivialization,  but  it  can  fall  victim  to  neglect.  We  come  to  expect 
many  things  for  which  we  should  be  thankful,  and  we  may  recognize  their  great  value  only 
when  they  are  taken  away. 

This  year  we  physicians  should  be  thankful  for  friends.  Friends  of  doctors  and  of  medicine 
can  be  hard  to  come  by  these  days.  Let  me  point  out  a few  groups  of  your  friends  and  urge  you 
not  to  neglect  them.  Be  sure  that  you  thank  them  in  whatever  sincere  way  is  most  appropriate 
for  your  relationship. 

What  separates  medicine  from  herbalism  and  psychic  healing  and  witch  doctors  is  that  our 
profession  is  predicated  on  scientific  knowledge  and  research.  In  the  field  of  health  care  there  is 
another  prominent  profession  whose  premise  is  based  on  scientific  knowledge  and  that  is  the 
profession  of  nursing.  I am  not  speaking  here  of  course  about  the  nurse  manager  or  the  utiliza- 
tion review  expert  whose  primary  goals  are  promoting  corporate  culture  and  increasing  the 
bottom  line.  I am  speaking  here  of  the  nurses  that  you  and  I work  with  every  day  in  our  offices, 
in  hospitals  and  in  patients’  homes,  who  have  the  same  vision  of  humanity  that  we  have:  doing  , 

good  for  people  who  are  sick.  These  nursing  professionals  are  facing  the  same  types  of  prob- 
lems that  physicians  are  confronting  and  they  are  struggling  to  find  ways  to  deal  with  the  prob-  { 

lems  and  still  maintain  professionalism  and  good  patient  care.  These  nurses  need  an  ongoing 
“thank  you”  from  us.  They  likely  are  not  getting  it  from  anywhere  else  in  their  professional 
lives. 

The  second  group  that  we  must  openly  thank  for  being  our  friends  are  those  business  and 
legal  professionals  who  truly  believe  in  what  physicians  are  doing  to  preserve  patient-oriented, 
personal,  one-on-one  health  care.  Not  everyone  is  against  us.  These  people  are  truly  our  friends. 

They,  like  us,  are  experiencing  the  discomfort,  upheaval,  and  displacement  associated  with  the 
changes  in  health  care  delivery  and  financing.  They  include  your  office  staff  and  the  staff  of  all 
the  physician-oriented  professional  associations  that  serve  you:  local,  state,  and  national  pro- 
fessional associations,  physician-owned  insurance  carriers,  professional  management  associa- 
tions, and  others. 

Your  friends  also  include  most  of  your  patients.  They  want  you  to  continue  to  be  their  doctor 
and  they  don’t  want  anything  or  anyone  to  interfere  in  their  care.  Because  all  of  our  friends  are 
also  patients  of  some  physician,  they  carry  with  them  a small  part  of  your  vision  of  health, 
sustained  by  caring  and  not  by  cost  reduction. 

Especially  now,  thank  your  friends  and  support  them.  They  are  supporting  you.  This  season 
let  “the  still,  small  voice  of  gratitude”  be  yours. 
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Of  An  Operation 

That'li  Make 
You  Feei  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  tire  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  An*  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)624-5293 

Or  write  To: 

MSGT  LARRY  PORTER 
AFRRCS/RSHS 
1364  Chennault  Circle 
Dobbins  ARB,  GA  30069-4904 


Editorials 


John  B.  Thomison,  MD 


HMOs — The  Latest  Revisitation 


I read  the  other  day  that  in  the  last  decade  health  care  expenditures  in  this  country  have 
doubled  from  a half-trillion  dollars  to  one  trillion  dollars.  During  that  same  time  the  HMOs  and 
managed  care  organizations  (MCOs)  have  been  proliferating,  ostensibly  to  save  money.  This 
interesting  bit  of  information,  considered  in  light  of  the  way  investors  have  been  flocking  to 
such  equities,  supports,  even  confirms,  my  contention  that  HMOs  do  not  save  money.  They 
simply  redistribute  it.  They  redistribute  it  to  please  their  stockholders,  else  they  have  no  stock- 
holders, which  is  the  root  of  the  problem.  (As  the  Apostle  Paul  explains,  the  love  of  money — not 
the  money  itself — is  the  root  of  all  evil.) 

Those  of  us  in  the  business  of  caring  for  patients,  about  whom  the  investors  care  not  a fig — 
neither  the  patients  nor  us — unless  of  course  their  own  ox  is  being  gored  in  the  process,  have 
ample  evidence  that  this  bonanza  to  the  investors  is  accomplished  at  the  expense  of  patient  care. 
Your  Tennessee  Medical  Association  has  been  and  is  doing  all  in  its  power  to  subvert  the  opera- 
tion of  the  HMOs  and  MCOs  as  it  presently  exists  because  of  the  deplorable  sequelae  of  their 
unconscionably  misanthropic,  self-serving,  avaricious  corporate  philosophy,  so  as  to  force  them 
into  giving  some  even  slight  consideration  to  ethical,  and  even  legal,  patient  care. 

I suspect  some  of  you  rabid  die-hard  Vandy  fans,  if  before  you  read  this  you  had  inspected 
some  other  parts  of  this  issue,  are  already  accusing  me  of  having  sold  out  to  the  Philistines — 
translate:  the  University  of  Tennessee.  Before  you  do,  though,  consider  that  the  TMA  is  doing 
its  level  best  to  accomplish  its  previously  described  mission  in  a manner  most  sparing  of  your 
precious  dues  dollars.  (If  you  don’t  know  what  I’m  talking  about,  you  need  first  to  read  Russ 
Miller’s  piece  entitled  “Teaming  up  With  UT  Football:  TMA’s  1996  Radio  Campaign.”)  In  the 
first  place,  it  is  vastly  less  expensive  to  polybag  the  brochure  with  the  Journal  than  to  have  a 
separate  mailing.  In  the  second  place,  it  is  vastly  less  expensive  to  piggy-back  our  own  brief 
message  to  the  public  via  the  Vol  network  than  to  get  the  word  out  to  so  many  people  in  any 
other  way.  (In  case  you  haven’t  noticed,  there  are  lots  of  UT  fans  out  there.) 

Being  practical  folks,  I’m  sure  you  Vandy  fans  will  understand,  first  being  as  my  immediate 
family  has  between  us  six  Vanderbilt  and  no  UT  degrees,  and  many  of  you  have,  despite  your 
Vanderbilt  degrees,  some  UT  ones  thrown  in,  either  yourselves  or  some  other  family  members, 
which  I’m  sure  bothers  you  not  in  the  least.  The  other  comment  I would  make  is  that  you  are  all 
Tennesseans,  and,  despite  what  the  orange  and  white  may  do  to  the  blood  pressure  of  some  of 
you  on  a given  Saturday  afternoon  once  a year,  UT  is  your  state  school. 

I have  to  say  that  this  commentary  is  merely  prophylaxis,  and  I didn’t  really  expect  to  en- 
counter any  flack.  But  then  as  any  airman  knows,  it  is  the  unexpected  flack  that  has  always 
proved  the  most  deadly.  Our  common  enemy  is  the  unbridled  HMO  and  MCO. 

Sic  ’em,  Phido! 


Expressing  thanks  for  favors  rendered  is  one  of  the  niceties  distinguishing  the  civilized  be- 
ing from  the  barbarian.  Expressing  gratitude  is  not  necessarily  the  same  thing,  since  animals 
other  than  human  show  evidence  of  gratitude.  Indeed,  civilization  is  a relative  term.  Certainly 
those  in  the  so-called,  or  perhaps  better,  self-styled,  civilized  countries  often  show  little  evi- 
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dence  of  it,  acting  as  they  sometimes  do  with  gross  disregard  for  the  life,  limb,  and  property  of 
their  fellows.  Maybe  the  distinction  is  that  they  do  it  with  finesse,  at  least  sometimes.  Western 
civilization  considers  itself  the  epitome,  yet  at  any  given  time  there  is  and  always  has  been 
something  going  on  somewhere  in  the  world  to  which  Western  civilization  is  a party  that  makes 
it  hard  to  convince  any  thinking  person  of  it — or  often  to  notice  even  any  finesse. 

Perhaps  it  is  just  that  as  we  look  about  us  the  comparisons  convince  us  that  we  are  better — 
i.e.  “more  civilized” — than  “they”  are.  If  that  is  so,  our  self-congratulatory  posturings  merely 
damn  us  with  faint  praise.  Those  who  recognize  this  human  failing  without  recognizing  that  any 
veneer  of  civilization  is  very  thin  indeed  in  even  the  most  polished  may  well  lose  the  ability  to 
see  the  comical  side  of  the  human  condition,  or  else  if  they  recognize  the  general  defect  without 
recognizing  it  in  themselves,  they  will  almost  certainly  develop  an  insufferable  spiritual  pride 
and  arrogance. 

Arriving  on  the  shores  of  New  England  at,  or  some  now  tell  us  only  near,  Plymouth,  Mass,  in 
wintertime  after  a deadly  voyage  from  Europe  during  which  many  of  their  number  had  died, 
with  the  help  of  friendly  Indians  the  surviving  members  of  this  little  band  of  victims  of  reli- 
gious oppression  managed  to  eke  out  an  existence  until  the  following  summer,  following  which 
they  were  blessed  with  an  ample  harvest.  If  the  Puritans  really  were,  as  often  depicted,  a stern 
and  joyless  group,  it  is  strange  that  they  were  able  to  win  the  friendship  of  the  Indians,  and  to 
share  with  them  a joyful  feast  of  thanksgiving  to  God  for  the  bounteous  harvest  and  their  own 
survival. 

If  they  have  seemed  joyless  to  their  historians,  and  to  us,  perhaps  it  is  just  that  as  a group 
their  joy  was  otherwise  directed,  and  it  is  also  not  unlikely  that  some  of  them  might  have  disap- 
proved of  the  activities  and  desires  of  those  of  unlike  inclinations.  The  Lord’s  Day  was  just  that, 
and  was  spent  largely  in  the  meeting  house,  which  was  doubtless  tedious,  especially  for  some  of 
the  younger  of  them.  My  friend  and  mentor  John  L.  Shapiro,  MD,  who  grew  up  in  a Church  of 
Christ  where  long  sermons  were  the  norm,  stoutly  maintained  that  very  few  souls  are  saved 
after  20  minutes,  and  Hester  Prynn  might  have  been  a casualty  of  such  rigors.  I noted  the  other 
day  that  to  appeal  to  some  of  the  younger  disaffected  Jews  in  the  community  a synagogue  here 
in  Nashville,  likely  in  company  with  others  elsewhere,  was  offering  an  abbreviated  one  hour 
celebration  of  Rosh  Hashana  across  the  hall  from  the  traditional  five-hour  one.  I think  this  is 
symptomatic  of  the  short  attention  span  fostered  by  channel  surfing  on  the  tube. 

We  in  this  country  have  so  many  things,  and  too  often  we  fail  to  recognize  their  source.  Each 
one  of  us  came  into  the  world  through  no  thought  or  action  of  our  own.  Though  I was  conceived 
through  the  union  of  my  parents,  nothing  they  did  resulted  in  my  being  born  instead  of  another 
person.  It  was  not  my  decision  to  be  born  in  Tennessee  in  1921.  Opportunities  were  given  me 
that  were  not  of  my  making.  The  best  I could  do  was  take  advantage  of  them  when  they  were 
offered.  I sometimes  did,  but  more  often  let  them  slip  away.  Neither  did  I earn  the  means  to  do 
so;  they  were  also  given  me.  Countless  others  aided  me,  some  of  them  known  to  me,  but  many 
more  likely  not.  Tennyson  had  his  Ulysses  say,  “I  am  a part  of  all  that  I have  met.”  Yes,  and 
much,  much  more.  The  hero  of  William  Earnest  Henley’s  “Invictus”  says,  “I  am  the  master  of 
my  fate,  I am  the  captain  of  my  soul!”  Tommyrot  and  Balderdash! 

In  the  dark  days  of  the  late  unpleasantness  between  the  States,  President  Abraham  Lincoln 
proclaimed  a national  day  of  thanksgiving  to  God  on  the  last  Thursday  of  November  “for  the 
Union.”  Congress  later  made  this  a permanent  national  holiday,  and  we  celebrate  it  each  year.  It 
is  widely  referred  to  as  “turkey  day,”  with  little  thought  about  for  what  or  to  whom  it  is  we  are 
to  be  thankful. 

You  may  not  like  our  President,  but  aren’t  you  glad  you  have  the  freedom  to  say  so?  And  to 
try  to  vote  him  out?  If  you  fail,  you  are  free  to  try  again.  You  are  free,  if  you  wish,  to  renounce 
your  citizenship,  and  take  up  residence  elsewhere,  if  that  is  your  wish.  Think  about  all  you  have 
to  be  thankful  to  God  for,  and  then  thank  Him.  It  is  one  of  the  niceties  that  separates  us  from  the 
barbarian,  who  in  days  past  just  might  have  sacrificed  his  first  born.  Aren’t  you  thankful  you 
have  the  freedom  not  to?Q 
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Special  Communication 

Teaming  Up  With  UT  Football — 
TMA’s  1996  Radio  Campaign 

Russ  Miller,  TMA  Senior  Vice-President — Communications  and  Membership 


To  coin  a very  popular 
phrase  ’round  here  in  the 
fall — “It’s  football  time  in 
Tennessee!” 

As  in  years  past,  TMA  has 
teamed  up  with  the  Vol  Ra- 
dio Network  (Host  Commu- 
nications) to  sponsor  the  Uni- 
versity of  Tennessee  Football 
games  every  Saturday.  1996 
marks  the  third  year  TMA 
has  worked  with  the  Vols. 

Our  message  this  year  is 
“Trust  your  health  to  some- 
one who  learned  medicine 
from  a medical  book,  not  a 
check  book.”  Based  on  this 
concept,  we  developed  two 
radio  announcements,  a full 
page  color  advertisement 
(featured  on  the  cover  of  this 
month’s  Tennessee  Medi- 
cine),  and  a patient  brochure 
on  managed  care. 

Also  included  as  a supple- 
ment to  this  month’s  Tennes- 
see Medicine  is  the  original 
artwork  for  an  informational  brochure  on  managed  care  de- 
signed for  patients.  The  brochure  is  entitled  “Managed  Care — 
Who  Calls  the  Shots?”  and  is  for  members  to  use  to  make 
reproductions  for  their  patients.  If  you  need  more  original 
copies,  simply  call  the  TMA  at  800-659-1 -TMA. 

Some  members  may  ask  “Why  is  TMA  sponsoring  UT 
football  games?”  The  decision  is  a simple  one.  At  any  given 
point  on  a fall  Saturday  afternoon  in  Tennessee,  roughly  20% 
of  the  state’s  citizens  are  tuned  in  to  the  UT  game.  After  an 
exhaustive  search,  we  could  find  no  other  medium  that 
reached  the  various  target  groups  that  represent  TMA’s  mes- 
sage audience. 


Since  the  beginning  of 
the  CARE  program  in  1989, 
TMA’s  target  audience  has 
remained  patients  (general 
public),  physicians  (mem- 
bers and  nonmembers),  the 
media,  health  care  decision 
makers,  civic  leaders,  and 
lawmakers.  To  reach  all  these 
folks  through  their  individ- 
ual medium  of  choice  is  pro- 
hibitively costly.  The  Vol  Ra- 
dio Network  offered  the 
TMA  one-stop  shopping  at  a 
reasonable  price. 

To  increase  the  effective- 
ness of  the  1996  campaign  by 
increasing  our  chances  of 
reaching  those  who  don’t  lis- 
ten to  UT  games,  we  have 
also  purchased  prime  time  air 
space  on  the  Tennessee  Ra- 
dio Network,  which  includes 
90  stations  statewide,  both 
urban  and  rural.  This  portion 
of  the  campaign  is  running 
from  October  7 through  Oc- 
tober 30,  the  time  when  health  care  decision  makers  choose 
plans  for  the  upcoming  year.  By  the  end  of  October,  TMA’s 
message  will  have  aired  more  than  2,500  times! 

While  TMA  is  getting  the  word  out  about  managed  care, 
physicians  have  to  do  their  part,  too.  Encourage  your  patients 
to  ask  you  about  certain  health  plans  before  enrolling  or 
changing  plans.  Provide  them  with  a copy  of  the  TMA  bro- 
chure highlighting  questions  to  ask  about  a health  plan.  Make 
time  to  help  your  patients  make  important  decisions  about 
their  health  care — remember,  it’s  important  for  them  to  trust 
their  health  to  someone  who  learned  medicine  from  a med- 
ical book,  not  a check  book.G 


TMA  Radio/Managed  Care  :30  seconds 

“Did  you  know  medical  decisions  are  not 
always  made  by  doctors? 

That’s  right.  In  today’s  emerging  managed 
care  system,  medical  decisions  are  often  made 
by  business  people  trained  to  save  dollars,  not 
lives. 

The  Tennessee  Medical  Association  believes 
that  is  hazardous  to  your  health. 

If  you  are  considering  a managed  care  plan 
for  family  or  employees,  call  the  TMA  at 
800-659- 1TMA  for  a free  brochure  about 
managed  care. 

Health  care  should  be  based  on  medical 
books — not  check  books. 

A message  from  the  Tennessee  Medical 
Association.” 

— Vol  Radio  Network 

August,  1996  - January,  1997 
90+  affiliate  stations 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Negligence  in  a Good  Practice 


J.  Kelley  Avery,  MD 


Case  Report 

Twenty  years  prior  to  this 
admission,  a 70-year-old 
woman  had  a total  arthro- 
plasty of  the  right  hip  because 
of  a non-union  of  a fracture 
of  the  femoral  neck.  She  did 
well  for  approximately  ten 
years,  but  because  of  severe 
pain  and  disability  in  the  hip 
brought  on  by  loosening  of 
a component  of  the  prosthe- 
sis, she  required  a revision 
of  the  procedure.  Again  she 
did  well  for  about  ten  years 
before  she  again  began  to 
have  disabling  pain  in  the 
hip,  again  requiring  surgical 
attention. 

Three  years  before  this 
admission  the  patient  had 
bouts  of  superficial  thrombo- 
phlebitis, for  which  she  had 
been  maintained  on  Couma- 
din. She  had  hypertension, 
which  was  well  controlled.  In 
the  past  she  had  had  pelvic 
surgery  and  had  been  receiv- 
ing maintenance  estrogen 
therapy  for  many  years.  She 
was  admitted  this  time  for  a 
total  revision  of  her  hip  pros- 
thesis. She  had  stopped  tak- 
ing the  anticoagulant  about  a 
week  earlier  and  had  received  clearance  for  the  surgery  by 
an  internal  medicine  specialist. 

The  surgery  was  uneventful,  and  the  patient  did  well  con- 
sidering the  magnitude  of  the  operation.  Postoperatively,  she 
received  prophylactic  heparin  and  Coumadin.  Three  and  five 
days  after  surgery,  the  internist  noted  the  prothrombin  time 
(pro-time)  was  “sub-therapeutic,”  and  the  Coumadin  was  in- 
creased from  2.5  mg,  which  had  been  the  daily  dose  during 


the  heparin  administration,  to  5 mg  daily.  Six  days  after  the 
operation,  the  patient  was  reported  by  the  internist  to  be 
“stable,”  and  the  heparin  was  stopped.  Two  days  later,  the 
patient  developed  some  calf  tenderness,  and  a venous  sono- 
gram was  done;  it  was  reported  as  normal.  The  patient  was 
walking  with  minimal  assistance  and  a walker  at  this  time. 
She  was  discharged  home  two  weeks  after  the  operation.  The 
internist  noted  three  days  before  discharge  that  the  control 
pro-time  was  1 1.6  seconds  and  the  patient  13.1  seconds,  in- 
dicating that  the  anticoagulant  was  moving  up  toward  the 
desired  therapeutic  level.  On  the  day  of  discharge,  the  inter- 
nist phoned  in  the  take-home  orders,  which  included  con- 
tinuing the  Coumadin  at  5 mg  daily.  She  was  given  an  ap- 
pointment to  see  both  her  orthopedist  and  her  internist  four 
weeks  after  discharge. 

She  returned  for  these  appointments  and  the  internist  found 
her  to  be  making  good  progress  with  her  home  physical  ther- 
apy. She  did  complain  of  easy  bruising,  and  the  Coumadin 
was  stopped.  Laboratory  data  on  this  visit  showed  that  the 
hematocrit  was  34.4%  and  the  control  pro-time  was  12.5  sec- 
onds and  patient  35  seconds.  She  had  2+  blood  in  her  urine 
(2  to  4 RBC/HPF  uncentrifuged). 

The  following  day  the  patient  began  to  have  pain  in  her 
neck  and  back,  and  became  extremely  weak,  diaphoretic,  and 
dyspneic.  She  was  admitted  to  her  hometown  hospital,  where 
admission  laboratory  studies  showed  the  hematocrit  to  be 
18.2%  with  a hemoglobin  of  6 mg/dl.  The  pro-time  was  cal- 
culated at  86.1  seconds  for  the  patient  and  12.5  seconds  for 
the  control.  She  was  in  heart  failure.  The  CT  of  the  abdomen 
and  back  showed  extensive  retroperitoneal  hematoma.  She 
had  massive  hematuria  and  bleeding  from  the  GI  tract  on 
admission.  She  required  six  transfusions  of  packed  RBCs  and 
treatment  for  heart  failure.  She  remained  hospitalized  for  one 
week,  most  of  that  time  being  in  the  ICU,  and  was  discharged 
home  weak  but  recovering. 

The  details  regarding  just  why  the  patient  filed  a lawsuit 
are  not  known.  One  can  safely  assume  that  it  was  apparent  to 
the  patient  and  her  family  that  the  anticoagulant  was  not  prop- 
erly managed.  To  require  readmission  to  a hospital  within 
the  first  24  hours  after  the  first  post-hospital  visit  to  her  phy- 
sician with  massive  blood  loss  would  be  enough  to  question 
the  care  she  received.  It  is  possible  that  the  lawsuit  was  filed 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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in  order  to  find  out  the  reasons  why  the  patient  was  allowed 
to  get  so  far  out  of  control  with  the  anticoagulant. 

Loss  Prevention  Comments 

The  investigation  of  this  case  following  the  filing  of  the 
lawsuit  revealed  that  at  the  time  of  discharge  from  the  hospi- 
tal following  the  hip  surgery,  the  internist  intended  to  instruct 
his  patient  to  have  her  blood  tested  at  weekly  intervals.  There 
was  no  documentation  to  this  effect,  and  the  nurse  who  took 
the  phone  orders  for  discharge  had  carefully  written  the  en- 
tire medical  regimen,  including  all  the  medications  and  the 
correct  dosage  of  each,  and  the  instructions  for  physical 
therapy  and  exercise.  One  would  have  to  conclude  that  if  the 
internist  had  ordered  the  frequent  blood  tests,  those  instruc- 
tions would  have  been  included  along  with  the  others. 

It  was  also  found  that  the  internist  did  not  know  that  the 
capability  of  his  laboratory  was  such  that  35  seconds  was  the 
maximum  time  the  pro-time  machine  would  measure.  That 
being  the  case,  the  surveillance  of  the  pro-time  was  not  only 
in  error,  but  the  determination  of  the  pro-time  on  her  return 


to  the  physician’s  office  was  wrong. 

Although  the  patient  recovered,  the  complications  she 
suffered  were  life  threatening,  and  the  pain  and  suffering 
occasioned  by  the  retroperitoneal  hemorrhage  and  the  con- 
gestive heart  failure  were  significant.  The  monetary  loss  of 
an  additional  week  of  hospitalization,  including  the  days  in 
the  ICU,  was  also  a factor. 

Questions  could  be  asked  in  the  aftermath  of  a case  like 
this.  If  the  internist  had  returned  to  the  hospital  and  person- 
ally discharged  his  patient,  would  he  have  recognized  the 
need  to  be  more  explicit  about  the  need  for  weekly  blood 
tests  until  he  saw  her  in  his  office?  I believe  that  he  would. 
He  certainly  could  be  expected  to  know  the  capabilities  of 
his  own  office  laboratory.  Was  he  new  to  the  practice  in  this 
office  setting ? Was  he  not  properly  oriented  to  the  office  sys- 
tems, so  that  this  mistake  could  have  been  avoided?  Was  this 
a new  machine  with  which  he  was  not  familiar?  Nobody  thinks 
that  this  physician’s  negligence  was  deliberate,  but  negligence 
it  was,  and  it  threatened  the  life  of  his  patient.  It  also  required 
a monetary  settlement. □ 


HealthLine®  Management,  Inc. 


HMI  — a subsidiary  of  Saint  Louis  University  --  is  a Comprehensive 
Management  Services  Organization  (CMSO)  that  provides  a full-range 
of  services  to  physicians,  hospitals,  and  other  healthcare  facilities, 
including: 

• Part-Time/Interim/Locum  Tenens  Physician  Staffing 
• Placement  Services  * Credential  Verification 

• Billing  Sendees  • Practice  Management 

• Auditing  and  Reimbursement  Assessments 
• Contract  Emergency  Department  Staffing 


Tennessee  Hospital  Association  Exposition 

and 

register  to  win  a prize! 

http : //www.hmistl . com 
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Creative 
solutions  for 
providers  and 
communities 
for  more  than 
a decade 


3115  S.  Grand  Blvd. 
St.  Louis,  MO  63118 
800-443-3901 
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Medicine  and  Politics 


’96  Elections 

Campaigning  in  Cyberspace 


At  the  end  of  the  1 9th  century,  a modern  presidential  cam- 
paign meant  crossing  the  continent  in  a train,  taking  the  po- 
litical message  to  the  cities  and  farms  across  America.  In  the 
middle  of  the  20th  century,  radio  and  television  ensured  that 
every  American  within  viewing  and  listening  radius  was  able 
to  hear  the  debates  and  speeches  of  the  national  candidates. 

At  the  end  of  the  20th  century,  we’ve  turned  yet  another 
corner  in  the  practices  of  modern  political  campaigns  as  can- 
didates for  everything  from  the  presidency  to  the  county  clerk 
take  to  the  information  superhighway  in  an  effort  to  attract 
votes. 

There  are  more  than  4,000  web  sites  available  on  politics 
and  government.  These  sites  cover  every  political  affiliation 
from  the  far  left  to  the  far  right,  and  everything  in  between. 

The  most  positive  aspect  of  this  proliferation  of  campaign 
sites  is  that  Americans  have  more  information  than  ever  avail- 
able at  their  fingertips.  More  information  means  a more  edu- 
cated choice,  which  in  turn  increases  the  level  of  participa- 
tion among  the  electorate. 

Use  one  of  the  many  popular  search  engines,  or  point  your 
URL  address  to  http://www.voter96.cqaIert.com  to  increase 
your  political  IQ.  This  site,  maintained  by  Congressional 
Quarterly,  one  of  the  leading  nonpartisan  periodicals  in  the 
country,  is  a launching  point  to  unlimited  political  sites,  for 


everything  from  the  Democratic  and  Republican  National 
Parties  to  the  home  pages  of  the  Presidential  candidate,  to 
checking  up  on  your  local  U.S.  House  race. 

Visit  your  favorite  candidates  to  get  their  views  on  the 
issues.  The  national  parties  generally  have  links  to  their  can- 
didates, or  you  can  access  candidate  information  via  the  Con- 
gressional Quarterly  site.  To  visit  the  presidential  campaigns, 
key  in  the  site  of  campaign — http://www.dole96.com  for 
Dole  for  President  or  http://www.CG96.org  for  the  Clinton- 
Gore  ’96  Committee. 

To  access  one  of  the  national  party  committees,  key  in 
http://www.democrats.org  for  the  National  Democratic 
Party,  or  http://www.rnc.org  to  visit  the  Republican  National 
Committee’s  site.  Or  if  you’d  like  to  visit  the  newest  Ameri- 
can political  party,  key  in  http://www.reformparty.org  for 
the  Ross  Perot’s  National  Reform  Party. 

Technology  is  rapidly  changing  the  way  America  conducts 
its  affairs,  in  everything  from  a student  completing  a home- 
work assignment  to  his  parents’  “telecommuting”  to  work, 
and  everything  in  between,  including  selecting  America’s  next 
generation  of  elected  officials. 

As  you  approach  election  day  in  November,  don’t  forget 
to  use  the  latest  tool  available  to  the  politically  active  medi- 
cal community — your  computer.O 


Physicians  Beware!  Promptly  Send  Address  Changes  to  BME 


Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical 
Examiners  about  their  office  relocation.  Don’t  get  caught  in  this  trap  and  have  the  BME  administratively  revoke  your  license!  Once 
revoked,  you  will  spend  lots  of  time  and  attorney’s  fees  getting  reinstated.  Use  this  form  to  report  address  changes: 

Old  Address 

Name 

Address 

Address 

City/State/Zip 

New  Address 

Address 

Address  

City/State/Zip 

Phone  Fax 

E-Mail  Address  Effective  Date  of  New  Address  

Copy  this  form  and  send  by  Then,  send  a copy  to: 

return  receipt  requested  mail  to:  Tennessee  Medical  Association 

Tennessee  Board  of  Medical  Examiners  PO  Box  120909,  Nashville,  TN  37212-0909 

426  Fifth  Ave.  N.,  First  Floor,  Nashville,  TN  37247-1010  or  fax  it  toTMA  at  (615)  383-5918 
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Medicine  and  Law 


Crossing  a Patient  s Sexual 
Boundaries 


Marc  E.  Overlook,  TMA  Senior  Vice-President  and  General  Counsel 
Robert  J.  Gonzales,  TMA  Staff  Attorney 


“The  public,  as  patients,  necessarily  place  considerable 
trust  in  doctors  for  their  highly  specialized  knowledge  of  the 
healing  arts.  This  trust  is  engendered  by  the  influence  over 
the  patient  unique  to  the  medical  profession.  Medical  doc- 
tors, if  unscrupulous,  are  in  an  extraordinary  position  to  abuse 
any  weakness  or  vulnerability  in  their  patients.”1 

One  need  not  look  far  in  the  medical,  scientific,  or  legal 
literature2  to  find  discussions  and  examples  of  physicians  and 
other  learned  professionals  violating  patient  trust  by  means 
of  sexual  abuse.  The  ramifications  of  sexual  misconduct  can 
be  personally  and  professionally  devastating.  Tennessee  courts 
have  taken  notice,3  as  have  both  the  Board  of  Medical  Exam- 
iners (BME)4  and  the  General  Assembly.5  This  article  exam- 
ines how  physicians  run  afoul  of  Tennessee  law  by  engaging 
in  sexual  misconduct,  and  reviews  some  strategies  physicians 
can  use  to  avoid  such  trouble. 

Certain  forms  of  sexual  abuse  that  occur  within  the  physi- 
cian-patient relationship  are  so  outrageous  that  they  are  easy 
to  recognize  and  are  universally  condemned.  Examples  in- 
clude sexual  intercourse,  oral  sex  or  fondling  a patient’s  geni- 
tals, perpetrated  by  force,  under  the  guise  of  treatment  or  as 
part  of  an  examination.  Penalties  for  such  conduct  are  se- 
vere, usually  including  revocation  of  the  perpetrator’s  medi- 
cal license,  as  well  as  substantial  fines.  Lawsuits  and  crimi- 
nal sanctions  often  follow,  to  say  nothing  of  the  absolute  and 
utter  public  humiliation  the  physician,  and  in  some  instances, 
the  patient  face. 

The  court  cases  and  scientific  literature,  of  course,  offer 
the  reader  extreme  examples,  and,  hopefully,  are  really  not 
an  issue  for  most  physicians.  Even  the  most  conscientious 
physician,  however,  needs  to  be  aware  of  sexual  boundaries 
with  patients  because  the  boundaries  are  not  always  as  clear- 
cut  as  one  might  expect.  Some  patients  may  view  sexual  mis- 
conduct differently  than  their  physicians,  and  penalties  can 
be  personally  and  professionally  devastating  even  when  the 
accusation  appears  groundless  to  a reasonable  physician. 

What  is  Sexual  Misconduct?6 

The  BME  defines  sexual  misconduct7  as  “sexual  contact 
between  a physician  and  a patient.”  What,  then,  is  sexual  con- 


BME  RECOMMENDATIONS 

1.  Be  alert  to  feelings  of  sexual  attrac- 
tion with  patients  and  consult  colleagues 
for  feedback.  When  sexual  attractions 
manifest  themselves  with  certain  patients, 
transfer  those  patients  to  the  care  of  an- 
other physician  and  seek  counseling.  Never 
act  on  the  attraction  as  a means  of  resolv- 
ing the  feelings  of  sexual  attraction. 

2.  Be  alert  for,  and  maintain  boundaries 
with,  patients  who  may  encourage  a sexual 
relationship.  (Then,  follow  1 above.) 

3.  Respect  a patient’s  dignity  at  all  times, 
and  provide  appropriate  gowns  and  private 
facilities  for  dressing,  undressing,  and  ex- 
amination. Avoid  being  present  in  the  room 
when  a patient  is  dressing  or  undressing. 

4.  Have  a chaperon  present  during  pa- 
tient examinations  involving  sensitive  body 
parts.  Do  not  conduct  such  an  examination 
if  the  patient  sexualizes  the  examination  (or 
appears  to). 

5.  To  minimize  misunderstanding  or  mis- 
perceptions, always  explain  the  need  for 
each  examination,  test,  or  procedure  com- 
ponent. 

6.  Choose  words  carefully  so  that  com- 
munications are  clear,  appropriate,  and 
professional. 

7.  Seek  information  and  education  about 
sexual  misconduct,  and  educate  other 
health  care  providers  and  students. 

8.  Never  discuss  your  own  intimate  per- 
sonal problems/lives  with  patients. 
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professional  protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


The  Journal 


Original  Contribution 

Comparison  of  Female  and  Male 
Graduates  of  Southern  Appalachian 
Family  Practice  Residencies 

Jo  Ann  Rosenfeld,  MD;  P.M.  Zaborlik,  PhD 


Introduction 

One  of  the  purposes  of 
family  practice  residency 
programs,  especially  those  in 
or  near  rural  and  underserved 
areas,  has  been  to  provide 
graduates  who  will  practice 
in  surrounding  physician- 
sparse  areas.  Southern  Appa- 
lachia has  been  such  an  area. 

There  has  been  some  evi- 
dence that  female  graduates 
are  less  likely  to  practice  in 
rural  areas  and  small  towns,1 
less  likely  to  practice  full- 
time, and  less  likely  to  give 
prenatal  or  delivery  care.2'4  If 
this  is  true,  the  increasing 
number  and  percentage  of 
women  among  family  prac- 
tice residency  graduates  may 
affect  the  yield  of  small  town  and  rural  physicians.  The  South- 
ern Highlands  Appalachian  Research  Project  (SHARP),  a 
group  of  family  practice  residency  faculty  from  five  states 
(Kentucky,  Tennessee,  North  Carolina,  Virginia,  and  West 
Virginia)  and  nine  residency  programs*  surveyed  physicians 
who  completed  their  residencies  between  1984  and  1994  to 
determine  graduates’  practice  locations  and  characteristics, 
and  reasons  for  the  choice  of  location.  The  purpose  of  this 
was  to  determine  if  the  residencies  are  producing  family  phy- 
sicians for  rural  Appalachia,  and  if  the  female  graduates  are 
fulfilling  the  aims  of  these  residencies  as  well  as  the  men. 


From  the  Bristol  Family  Practice  Residency,  East  Tennessee  State 
University,  Bristol,  Tenn. 

Reprint  requests  to  Bristol  Family  Practice  Residency,  100  Bristol 
College  Drive,  Bristol,  TN  37620  (Dr.  Rosenfeld) 


Methods 

A survey  instrument  was 
developed  through  a group 
process  over  a period  of  one 
year  by  SHARP  members.  The 
survey  included  items  per- 
taining to  demographics,  edu- 
cation locations,  selection  of 
residency  program,  selection 
of  current  practice  location, 
and  practice  characteristics. 

Surveys  were  sent  to  640 
graduates  of  six  residencies 
during  1984-1994.  Address- 
es were  supplied  by  the  indi- 
vidual residency  programs. 
Addresses  of  nonrespondents 
were  verified  through  the 
American  Academy  of  Fam- 
ily Physicians  (AAFP)  and 
through  directory  informa- 
tion in  each  state.  A reminder  card,  a second  mailing,  and 
finally  an  attempt  to  contact  a limited  number  of  nonrespon- 
dents by  phone  resulted  in  a total  return  of  347  surveys  (54%). 
For  73  individuals  ( 1 1 .2%),  there  was  documentation  of  non- 
delivery or  disconnected  phone.  The  return  rate  was  then 
adjusted  to  60.8%.  Data  were  analyzed  using  the  Statistical 
Package  for  the  Social  Services  correlation. 


*Faculty  were  from  the  following  residencies:  Hazard  Family  Prac- 
tice, Hazard,  KY(  1 );  Bristol,  Kingsport  and  Johnson  City  Family  Prac- 
tice Residencies  of  East  Tennessee  State  University;  University  of  Ten- 
nessee Knoxville  Family  Practice  Residency,  Knoxville;  MAHEC, 
Asheville,  NC;  Roanoke  Family  Practice  Residency,  Roanoke,  VA;  West 
Virginia  College  of  Osteopathic  Medicine  Family  Practice  Residency, 
Lewisburg  WV(1);  West  Virginia  University  Family  Practice  Resi- 
dency— all  these  participated  in  SHARP.  However  those  with  (1)  had 
no  residency  graduates  during  1984-1994. 


ABSTRACT 

Purpose:  One  aim  of  Southern  Appalachian  family  practice 
residencies  is  to  produce  graduates  for  surrounding  physician- 
needy  areas.  Some  evidence  suggests  that  women  are  less  likely 
to  go  to  rural  areas  and  that  they  practice  differently  than  men. 
This  study  investigated  the  practice  patterns  and  location  of  Ap- 
palachian family  practice  residency  female  and  male  graduates. 

Methods:  Surveys  were  sent  to  graduates  of  seven  family  prac- 
tice residencies  from  1984  to  1994  in  the  Southern  Appalachian 
area  to  determine  practice  patterns,  locations,  and  reasons  for 
choosing  practices. 

Results:  Women  were  more  likely  than  men  to  be  single  and 
not  to  have  children.  More  women  worked  part-time.  Women’s 
and  men’s  practice  patterns  and  characteristics  were  similar  ex- 
cept that  women  were  more  likely  to  provide  prenatal  care  and 
do  vaginal  deliveries.  Women  in  similar  percentages  practiced  in 
small  towns,  and  a greater  percentage  of  women  practiced  in  ru- 
ral areas  with  populations  of  less  than  2,500. 

Conclusions:  Female  family  practice  residency  graduates  from 
Appalachian  residencies  are  fulfilling  the  purposes  of  their  resi- 
dencies as  well  as  male  graduates,  although  more  of  them  are 
working  part-time. 
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Results 

There  were  347  responses.  Although  women  made  up  only 
20%  of  the  total  graduates,  22.5%  of  the  respondents  were 
women;  more  women  (78/130;  60%)  than  men  responded 
(269/520;  51%).  Three  percent  of  women  and  men  were  non- 
white. There  were  some  significant  differences  in  demo- 
graphic data.  Women  were  less  likely  to  be  married  and  have 
children  (Table  1).  The  areas  of  practice  were  identical, 
69%  of  both  men  and  women  practicing  in  the  five-state  area 
(TN-VA-WV-KY-NC). 

Most  practice  patterns  of  the  graduates  were  similar.  Simi- 
lar percentages  of  women  and  men  were  in  solo  practice  or 
in  group  practices  with  more  than  six  physicians  (Table  2). 
Over  70%  of  both  men  and  women  lived  in  the  community 
in  which  they  practice.  Although  less  than  one-third  of  both 
men  and  women  described  the  size  of  their  community,  of 
those  who  did  most  were  living  in  small  towns.  Almost  half 
the  women  and  over  two-thirds  of  the  men  lived  in  towns  of 
less  than  50,000.  More  women  worked  in  areas  that  were 
more  rural  and  had  fewer  physicians.  Significantly  more 
women  than  men  were  working  in  communities  of  less  than 
2,500  population  (35%  vs.  24%)  and  in  communities  that 
had  fewer  than  30  physicians  (53%  vs.  40%). 

There  were  some  practice  differences.  Women  were  more 
likely  to  work  part-time  (Table  2),  and  to  plan  to  stay  in  their 
present  practice  situation  less  than  five  years.  More  married 
women  (15/51;  29%)  than  single  women  (5/27;  18.5%) 
worked  part-time. 

The  characteristics  of  the  physicians’  practices  were  fairly 
similar.  Women  were  as  likely  as  men  to  work  in  emergency 
situations  and  saw  similar  percentages  of  adults,  elderly,  and 
children  in  their  practice.  Women  saw  slightly  more  adoles- 
cents (43%  of  women  said  they  saw  over  10%  adolescents 
compared  to  only  25%  of  men)  and  were  significantly  more 
likely  to  practice  prenatal  care,  perform  vaginal  deliveries, 
and  assist  at  cesarean  sections  (Table  3).  Although  a few  men 
did  cesarean  sections,  no  women  did.  The  percentages  of  men 
and  women  who  had  hospital  privileges  in  family  practice, 
pediatrics,  psychiatry,  ICUs,  and  surgery  were  similar. 


TABLE  1 

DEMOGRAPHIC  DATA  ON  FEMALE  AND  MALE  GRADUATES 


Women 

Men 

number  (%) 

number  (%) 

Married* 

Yes 

51  (66.3) 

244  (81) 

No 

27  (23.7) 

25  (9) 

Have  children 

Yes 

50  (65) 

225  (79.1) 

No 

28  (35) 

43  (16.5) 

Unknown 

1 (0.4) 

Total 

78 

269 

*P  value  “SQ.001 


The  surveys  asked  what  lifestyle  and  practice  factors  con- 
tributed to  the  physicians’  choice  of  practice  location.  The 
available  choices  are  listed  in  Table  4.  Women  and  men  had 
similar  reasons  for  choosing  their  location  and  practice  ex- 
cept that  more  men  considered  sports  and  recreational  op- 
portunities and  opportunities  to  establish  on  their  own. 

Discussion 

There  is  maldistribution  of  physicians  in  the  United  States, 
and  over  45  million  Americans  live  in  areas  where  health  care 
is  inadequate  or  nonexistent;  there  are  at  least  120  rural  coun- 
ties without  a physician.5  One  of  the  purposes  of  rural  and 
small-town  family  practice  residencies  like  those  in  SHARP 
is  to  produce  physicians  for  these  physician-needy  areas. 

There  have  been  few  studies  comparing  women  and  men’s 
practices,  and  a few  comparing  rural  and  urban  and  intrastate 
and  out-of-state  graduates,  but  none  comparing  rural  family 
practices  of  women  and  men.  The  few  available  either  were 
Canadian  or  used  different  populations  of  graduates. 

Several  studies  showed  more  women  than  men  practicing 
part-time.2'3'4-6  Female  family  practice  physicians  saw  fewer 
patients,  were  less  likely  to  be  in  solo  practice,7  and  were  less 
likely  to  practice  obstetrics.4  Female  physicians  v/ere  less 
likely  to  practice  in  rural  areas.1'8-9  There  have  been  concerns 
that  these  differences  might  affect  how  the  family  practice 
residencies  fulfill  their  purposes.8  If  women  are  less  likely  to 
work  rural  areas,  would  this  affect  physician  distribution? 
One  review  of  all  U.S.  physicians  suggested  that  although 
women  are  more  likely  to  practice  part-time  and  retire  young- 
er, their  longer  life  balanced  the  work  of  male  physicians.6 

Female  graduates  in  Southern  Appalachia  are  practicing 
in  rural  areas  in  the  five-state  areas  similar  to  the  male  gradu- 
ates and  in  similar  ways.  There  were  a few  differences,  most 
of  them  predictable. 

The  residency  graduates  of  the  Southern  Appalachian  resi 


TABLE  2 

PRACTICE  PATTERNS  OF  FEMALE  AND  MALE  GRADUATES 


Women 

Men 

number  (%) 

number  (%) 

Practicing 

Full-time 

58  (73) 

261  (97) 

Part-time* 

20  (27) 

6(1.7) 

Not  practicing 

0 

2 (0.3) 

Number  other  physicians  in  practice 

Solo 

13  (19) 

52  (18) 

2 to  5 

30  (38) 

79  (31) 

6 or  more 

26  (31) 

118  (45) 

Unknown 

8 (12) 

19  (6) 

Time  plans  to  be  in  present  practice 

Less  than  5 years 

19  (26) 

50  (18) 

5 to  10  years 

19  (26) 

38  (14) 

More  than  10  years 

36  (43) 

172  (65) 

Unknown 

4 (6) 

8 (3) 

*P  value  <0.001 
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TABLE  3 


TABLE  4 


PERCENT  OF  PHYSICIANS  WITH  HOSPITAL  PRIVILEGES  AND 
OBSTETRICAL  PRACTICE 


Women 

Men 

Obstetrics  Privileges 

21 

14 

Prenatal  care* 

28 

15 

Vaginal  delivery  1" 

20 

10 

Assist  at  cesarean  section* 

15 

7 

Primary  cesarean  section 

0 

2 

Family  Practice 

79 

81 

Pediatrics 

54 

52 

Psychiatry 

14 

15 

Surgery 

5 

6 

ICUs 

51 

54 

*P  value  <0.01;  *P  value  <0.05;  The  other  differences  were  not  significant. 


dencies  surveyed  were  representative  of  family  practice  gradu- 
ates and  active  members  of  the  AAFP.  According  to  the  AAFP 
1994  yearly  survey,10  in  1994,  approximately  18.4%  of  active 
members  were  women;  22.5%  of  responders  of  this  survey  were 
women,  comparing  well  with  these  national  numbers,  since 
in  1984,  20.6%  of  graduates  were  women,  in  1993,  34.8%. 

This  survey  had  only  a 60.8%  actual  response  rate.  This 
may  cast  into  doubt  some  of  its  findings.  However,  surveys 
of  practicing  physicians  infrequently  have  higher  response 
rates.  The  graduates  of  the  programs  had  graduated  over  a 
ten-year  period.  Some  of  the  residencies  were  fair  and  some 
were  poor  in  keeping  records  of  their  early  graduates’  ad- 
dresses. Although  the  names  were  rechecked  with  records 
from  the  AAFP,  some  physicians  do  not  belong  to  this  orga- 
nization. Residencies  typically  graduate  only  6 to  12  resi- 
dents a year.  Even  over  a ten-year  period  in  one  residency, 
only  approximately  60  to  1 20  residents  in  one  program  could 
be  surveyed.  This  survey  is  unique  and  important  because  it 
has  canvassed  such  a large  number  of  residents,  in  a specific 
geographic  and  cultural  area  that  crosses  state  lines,  and  resi- 
dent graduates  who  attended  residencies  with  similar  philo- 
sophical missions— to  produce  rural  physicians. 

Female  family  physicians  were  less  likely  to  be  married 
and  have  children,  as  are  other  younger  female  physicians, 
though  this  may  be  a function  of  the  survey  tool.  Married 
women,  especially  those  with  children,  may  be  busier  and 
less  likely  to  respond  to  surveys.  Women  were  as  likely  as 
men  to  be  in  solo  or  large  group  practices,  and  more  likely  to 
live  in  very  rural  areas  and  in  areas  with  few  physicians. 
Women  seem  to  be  choosing  rural  and  physician-needy  ar- 
eas to  practice.  However,  women  were  more  likely  to  prac- 
tice part-time.  Predictably,  more  married  than  single  women 
(all  of  whom  except  one  have  children)  work  part-time. 

Except  for  obstetrical  privileges,  the  characteristics  of 
women’s  practices  were  very  similar  to  men’s,  in  both  the 
office  and  the  hospital.  Unlike  in  Canadian  studies,4  women 
were  much  more  likely  to  practice  prenatal  care  and  do  vagi- 
nal deliveries.  Twenty  percent  of  female  family  residency 


REASONS  FOR  CHOOSING  PRACTICE  LOCATION* 


Women 

Men 

Family  Reasons 

Hometown 

16 

16 

Spouse’s  hometown 

12 

17 

Near  own  family 

39 

40 

Near  spouse’s  family 

28 

20 

Good  schools 

33 

32 

Good  community  to  raise  children 

60 

50 

Cultural  opportunities 

39 

36 

Sports/recreation  opportunity'!’ 

40 

53 

Rural  atmosphere 

57 

56 

Climate/geography 

72 

60 

Practice  Considerations 

Doctors  respected 

51 

40 

Opportunity  for  comprehensive  care 

54 

54 

Not  high-tech 

34 

32 

Opportunity  to  practice  with  known  physicians 

29 

33 

Opportunity  to  establish  own  practice* 

40 

23 

Obligation 

10 

8 

Adequate  time  off 

51 

52 

‘Physicians  could  check  as  many  answers  as  they  wanted.  Listed  is  the 
percent  of  physicians  who  checked  that  factor. 

*P  <0.05;  *P  <0.01;  The  other  differences  were  not  significant. 


graduates  and  10%  of  male  graduates  did  vaginal  deliveries. 
More  of  the  women  delivered  babies  than  the  9.9%  to  16% 
of  total  AAFP  members  in  the  Southeast  who  did. 

Except  for  sports  opportunities,  the  reasons  women  chose 
their  practice  sites  were  very  similar  to  those  of  the  men. 
Although  similar  numbers  of  women  and  men  were  in  solo 
practice,  more  men  chose  this  as  one  of  their  reasons  for 
choosing  a particular  type  practice. 

Female  family  practice  residency  graduates  are  fulfilling 
the  purpose  of  their  residency  programs  to  produce  physi- 
cians for  rural  and  needy  areas.  Although  more  are  practic- 
ing part-time,  more  women  than  men  are  practicing  in  small 
towns  and  rural  areas,  and  are  practicing  obstetrics,  an  area 
of  medicine  in  which  access  has  been  especially  difficult  in 
rural  areas.  Practice  choices  and  patterns  are  otherwise  simi- 
lar, and  residencies  and  communities  should  use  these  find- 
ings to  continue  to  encourage  women  to  choose  family  prac- 
tice in  rural  areas. □ 
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Antiplatelet  Agents  in  Thrombotic  Stroke 

Two  medications,  aspirin  and  ticlopidine,  have  been  shown 
to  prevent  stroke  by  inhibiting  platelets.  Several  large,  ran- 
domized trials  have  supported  the  use  of  aspirin  to  prevent 
stroke.  The  Canadian  study1  documented  a nearly  50%  re- 
duction of  stroke  and/or  death  in  men  with  TIA  treated  with 
1 ,200  mg  of  aspirin  per  day;  women  showed  no  benefit.  Con- 
troversy persists  regarding  the  optimal  dose  of  aspirin.  Small 
doses  (80  mg/day  or  less)  have  been  advocated  on  the  theo- 
retical grounds  that  low-dose  aspirin  inhibits  the  platelet  for 
its  lifetime,  but  the  production  of  prostacyclin,  a platelet  in- 
hibitor, by  the  vessel  wall  is  only  temporarily  disrupted.  A 
British  study  found  no  difference  in  effectiveness  between 
325  and  1,200  mg  of  aspirin  per  day.2  Other  studies  have 
shown  some  benefit  even  with  smaller  doses  of  aspirin,  but 
none  has  compared  two  doses  of  aspirin  against  a placebo. 
Currently,  aspirin  is  approved  by  the  FDA  for  stroke  preven- 
tion in  men  with  TIA  at  a dose  of  1 ,200  mg/day.  Many  clini- 
cians use  lower  doses  of  80  to  325  mg/day.  In  the  future, 
qualitative  platelet  measurements  may  become  standard  prac- 
tice to  determine  the  optimal  dose  of  aspirin  for  each  patient. 

Ticlopidine,  a newer  antiplatelet  drug  that  blocks  ADP- 
dependent  platelet  aggregation,  has  shown  benefit  in  two 
major  studies.  In  the  TASS  study  of  TIA  or  mild  stroke,3 
ticlopidine  reduced  the  rate  of  stroke  by  21%  compared  to 
aspirin  at  the  end  of  three  years.  The  absolute  stroke  preven- 
tion was  3%,  or  1 % per  year.  Further  subgroup  analysis  of  the 
TASS  data  has  shown  that  the  relative  stroke  reduction  was 
47%  during  the  first  year,  less  in  subsequent  years,  and  that 
ticlopidine  is  superior  to  aspirin  in  both  men  and  women,  in 
patients  with  both  vertebrobasilar  and  carotid  TIA  or  stroke, 
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in  both  blacks  and  whites,  and  in  both  diabetics  and  non-dia- 
betics. In  the  Canadian  American  Ticlopidine  Study  (CATS)4 
of  patients  with  completed  strokes,  ticlopidine  prevented  re- 
current stroke  by  33%  more  than  placebo.  Ticlopidine  has  a 
higher  incidence  of  side  effects  than  aspirin,  particularly  di- 
arrhea, rash,  and  occasional  neutropenia.  The  recommended 
dose  is  250  mg  twice  a day,  with  a CBC  every  two  weeks  for 
the  first  90  days  of  treatment.  The  FDA  considers  ticlopidine 
the  first  line  treatment  for  stroke  prevention  in  women  with 
TIA  and  in  both  sexes  with  completed  stroke. 

Current  stroke  prevention  trials  include  a new  ticlopidine- 
like  drug,  clopidigril,  which  reportedly  does  not  suppress  the 
bone  marrow.  A multicenter  study  of  aspirin  versus  warfarin 
(WARSS)  in  ischemic  strokes  unassociated  with  either  sig- 
nificant carotid  stenosis  or  a definite  cardiac  source  of 
embolus  is  also  underway. 

Patients  with  stroke  or  TIA  secondary  to  a surgically  in- 
accessible stenosis  in  the  basilar,  intracranial  internal  carotid, 
or  proximal  middle  cerebral  arteries  are  often  treated  with 
antiplatelet  agents,  with  anticoagulation  for  refractory  pa- 
tients. A trial  comparing  aspirin  and  warfarin  in  these  pa- 
tients is  planned.  The  superficial  temporal-middle  cerebral 
bypass  operation  did  not  prove  effective  and  has  been  largely 
abandoned.  Interventional  radiological  procedures  such  as 
balloon  angioplasty  hold  future  promise. 

Prevention  of  Cerebral  Emboli 

Of  the  many  causes  of  embolic  stroke,  atrial  fibrillation 
(AF)  is  the  most  common  and  the  best  studied.  The  trans- 
esophageal echocardiogram  has  improved  detection  of 
embolic  sources  from  15%  to  over  50%,  and  correspond- 
ingly the  percentage  of  strokes  that  are  cardioembolic  is  likely 
to  increase  from  approximately  15%  to  30%.  The  prevention 
of  embolic  stroke  involves  anticoagulation  with  heparin  or 
warfarin.  Five  large,  randomized  series  have  all  confirmed 
the  benefit  of  warfarin  in  primary  stroke  prevention  in  pa- 
tients with  AF5  9 (Table  1).  About  three  strokes  can  be  pre- 
vented per  100  patients  treated  with  warfarin  per  year.  Two 
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TABLE  1 

RANDOMIZED  STUDIES  OF  STROKE  PREVENTION  IN 
ATRIAL  FIBRILLATION  WITH  WARFARIN 


Study 

AFASAK 

SPAF 

BAATAF 

CAFA 

SPINAF 

% decrease 

58% 

67% 

86% 

42% 

79% 

INR  range 

2. 8-4.2 

2.0-4. 5 

1. 5-2.7 

2. 0-3.0 

1. 4-2.8 

% bleeding 

0.8% 

1.6% 

1.2% 

2.1% 

1.2% 

of  the  five  studies  also  evaluated  aspirin:  the  Danish  study 
found  no  benefit,  while  the  Stroke  Prevention  in  Atrial  Fi- 
brillation (SPAF)  study  found  a lesser  benefit  with  aspirin 
than  with  warfarin.  The  VA  (SPINAF)  and  Boston  (BAATAF) 
trials  indicated  that  warfarin  is  effective  in  preventing  stroke 
at  low  levels  of  anticoagulation  (INR  1.5-3). 

In  secondary  stroke  prevention,  the  European  trial10  of 
patients  with  nonvalvular  AF  and  prior  stroke  or  TIA  reported 
a 66%  reduction  in  the  incidence  of  stroke  with  warfarin, 
from  12%  to  4%,  which  amounts  to  prevention  of  nine  strokes 
per  100  patients  per  year.  In  the  same  trial,  aspirin  reduced 
strokes  from  12%  to  10%  per  year,  a prevention  of  four  strokes 
per  100  patients  per  year.  Warfarin  is  thus  more  effective  in 
preventing  strokes  in  those  with  previous  stroke  or  TIA  than 
in  asymptomatic  AF  patients. 

Controversy  continues  regarding  the  immediate  anti- 
coagulation of  patients  with  embolic  stroke.  Patients  with 
acute  stroke  and  AF  or  recent  MI  have  a high  risk  of  recur- 
rence, but  early  anticoagulation  may  transform  a bland  infarct 
into  a hemorrhagic  infarct  or  hematoma.  Some  experts  rec- 
ommend a delay  of  three  days  in  anticoagulation  of  patients 
with  large  infarctions,  while  others  favor  immediate 
anticoagulation. 

Acute  Management  of  Stroke 

Until  now,  the  treatment  of  stroke  has  been  supportive: 
bedrest,  turning,  range  of  motion,  monitoring  of  swallowing 
to  avoid  aspiration  pneumonia,  subcutaneous  heparin  or  com- 
pression stockings  to  deter  pulmonary  embolism,  and  reha- 
bilitative therapies.  Steroids  are  ineffective  in  treating  edema 
in  acute  stroke,  and  may  worsen  outcome.  Osmotic  agents 
are  used  only  to  prevent  impending  cerebral  herniation.  The 
acute  use  of  heparin  in  progressing  or  waxing- waning  stroke 
is  controversial,  with  little  randomized  data  to  support  its  use. 
Current  trials  of  low  molecular  weight  heparin  may  provide 
better  evidence  of  benefit. 

A number  of  experimental  stroke  therapies  are  currently 
being  evaluated.  Thrombolytic  agents  have  the  promise  of 
lysing  a clot  before  irreversible  tissue  damage  has  occurred. 
This  intervention  must  be  carried  out  soon  after  onset,  be- 
cause later  thrombolysis  will  not  affect  tissue  damage  and 
may  cause  hemorrhage.  Recently,  the  FDA  has  approved  in- 
travenous tissue-type  plasminogen  activator  (tPA)  for  use  in 


ischemic  stroke  within  three  hours  after  onset,  officially  open- 
ing the  era  of  acute  therapeutic  intervention  in  stroke.  The 
NIH  trial,11  with  a time  window  of  180  minutes  after  first 
symptoms,  showed  benefit  at  three  months;  30%  more  tPA- 
treated  than  placebo-treated  patients  had  mild  or  no  disabil- 
ity. The  risk  of  bleeding  was  tenfold  increased  (6.4%  vs  0.6%), 
but  overall  mortality  was  similar  in  the  two  groups.  Perhaps 
surprisingly,  patients  with  embolic,  large  vessel-thrombotic, 
and  small  vessel-thrombotic  strokes  all  showed  benefit.  An 
earlier,  European  trial  with  a six-hour  window  was  less  de- 
finitive, indicating  less  stroke  deficit  but  higher  mortality  and 
bleeding  rates  in  treated  patients.  A large  North  American 
trial  of  tPA  with  a three-  to  five-hour  treatment  window  is 
soon  to  begin.  Current  FDA  recommendations  for  use  of  tPA 
are  shown  in  Table  2. 

In  addition  to  tPA,  streptokinase,  urokinase,  and  ancrod 
are  being  investigated  for  thrombolytic  effects  in  acute  stroke. 
Intravenous  streptokinase  has  been  tested  in  Europe,  with  little 
indication  of  benefit  and  increased  risk  of  hemorrhage. 
Ancrod,  a fibrinogenolytic  agent  derived  from  the  venom  of 
the  Malayan  pit  viper,  has  secondary  thrombolytic  activity 
but  may  have  a lower  risk  of  bleeding  as  compared  to  other 
thrombolytic  agents.  A multicenter  trial  is  in  progress.  Intra- 
arterial thrombolysis  with  streptokinase  or  urokinase  has 
shown  impressive  results  in  recanalization  of  vessels  and  good 
outcomes  in  small  series  of  patients.  The  intra-arterial  ap- 
proach requires  a cerebral  arteriogram  prior  to  infusion  of 
the  drug,  thereby  imposing  a delay  and  restricting  treatment 
to  major  centers.  The  advantage  of  direct  visualization  of  the 
occluded  vessel  and  detection  of  recanalization  makes  the 
procedure  popular  among  interventional  neuroradiologists, 
but  larger  studies  are  needed. 

TABLE  2 

CLINICAL  GUIDELINES  FOR  USE  OF  tPA  IN  ACUTE  STROKE 

1.  Treatment  within  three  hours  of  stroke  onset  (or  last  observed  period 

of  normalcy) 

2.  CT  scan  to  exclude  hemorrhage,  infarction  or  mass  effect,  or  intracranial  mass 

3.  Criteria  for  patient  exclusion  include 

a.  Mild  or  rapidly  improving  deficits 

b.  Severe  deficits  such  as  obtundation,  fixed  eye  deviation,  or  complete 
hemiplegia 

c.  Recent  (three  months)  stroke,  head  injury,  or  intracranial  surgery 

d.  Suspected  subarachnoid  hemorrhage 

e.  Any  history  of  intracranial  hemorrhage 

f.  BP  >185  mm  Hg  systolic  or  >1 10  mm  Hg  diastolic  at  time  of  treatment 

g.  Seizure  at  or  after  stroke  onset 

h.  Any  active  internal  bleeding 

i.  Known  AVM,  aneurysm,  or  intracranial  neoplasm 

j.  Any  known  bleeding  diathesis,  including  use  of  warfarin  with  PT  >15 
sec,  heparin  within  48  hours  or  APTT  elevated,  platelet  count  <100,000 

4.  The  dose  of  tPA  is  0.9  mg/kg,  infused  IV,  with  10%  as  an  initial  bolus  and 

the  remaining  90%  infused  over  one  hour.  The  maximum  dose  is  90  mg 

5.  The  patient  should  be  closely  monitored  for  intracerebral  hemorrhage  at  a 

center  with  neurosurgical  capability 
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Experimental  “neuroprotective”  therapies  have  sought  to 
exploit  new  knowledge  about  the  pathogenesis  of  ischemic 
cell  damage.  Stroke  has  traditionally  been  assumed  to  result 
from  depletion  of  energy  supplies,  leading  to  membrane  de- 
polarization and  cell  death.  Recent  studies,  however,  have 
shown  that  damage  occurs  in  the  “ischemic  penumbra”  be- 
fore ATP  stores  are  depleted.  Cell  necrosis  leads  to  release  of 
excitatory  transmitters  such  as  glutamate,  calcium  ions,  and 
free  radicals,  all  of  which  lead  to  a cascade  of  cell  damage. 
The  calcium  channel  blocker  nimodipine,  approved  for 
prevention  of  delayed  ischemic  damage  after  subarachnoid 
hemorrhage,  has  had  mixed  results  in  stroke.  Further  study 
of  this  drug,  with  a shorter  “window,”  appears  warranted. 
Experimental  blockers  of  the  n-methyl-d-aspartate  (NMDA) 
subtype  of  glutamate  receptor  are  being  tested  in  stroke,  but 
have  the  potential  to  cause  hallucinations  and  confusion.  The 
new  antioxidant  drug  tirilizad,  a “lazaroid”  or  2 1 -amino-ste- 
roid, is  also  in  testing. 

In  the  future,  a strategic,  early  intervention-based  approach 
to  stroke  is  contemplated  in  which  the  public  will  be  edu- 
cated to  call  9 1 1 immediately  after  a patient  develops  a “brain 
attack”  (stroke),  and  emergency  medical  technicians  will 


administer  neuroprotective  drugs  such  as  nimodipine,  free 
radical  scavengers,  and  NMDA-receptor  blocking  drugs.  The 
patient  will  then  be  transported  to  a medical  facility  for  brain 
imaging  and  consideration  of  thrombolytic  therapy.  A greater 
number  of  stroke  patients  may  thus  recover  full  function. □ 
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Trauma  Rounds 

Nonoperative  Management  of  a 
Blunt  Pancreatic  Injury 

John  R.  Hall,  MD;  Paul  Crawford,  MD;  James  V.  Lewis,  MD 


Introduction 

Pancreatic  injury  due  to  blunt  trauma  is  fairly  rare  due  to 
the  deep  retroperitoneal  location  of  the  pancreas.  Its  inci- 
dence is  reported  in  less  than  2%  of  patients  with  blunt  trauma, 
but  it  may  occur  in  up  to  10%  of  those  with  severe  abdominal 
trauma.1,2  The  deep  location  makes  it  difficult  to  diagnose 
these  injuries,  and  thus  the  diagnosis  is  often  delayed. 

The  majority  of  the  trauma  literature  discusses  the  acute 
operative  management  of  pancreatic  injuries.  This  is  a case 
report  of  blunt  pancreatic  injury  managed  nonoperatively.  We 
present  a summary  of  the  patient’s  clinical  course  and  a brief 
discussion. 

Case  Report 

A 24-year-old  woman,  who  was  the  unrestrained  driver 
of  a car  that  hit  a stopped  vehicle,  was  thrown  against  the 
dashboard  and  steering  wheel.  Because  of  a questionable  loss 
of  consciousness  the  patient  was  admitted  for  neurologic 
observation.  The  initial  and  subsequent  abdominal  examina- 
tions were  unremarkable,  and  a routine  serum  amylase  done 
at  that  time  was  151  U/L  (normal  37  to  177).  She  was  dis- 
charged two  days  later. 


From  the  Department  of  Surgery,  James  H.  Quillen  College  of 
Medicine,  East  Tennessee  State  University,  Johnson  City. 


Seven  days  later  she  came  to  the  emergency  room  com- 
plaining of  right  upper  quadrant  and  epigastric  pain,  anorexia, 
and  occasional  nausea  and  vomiting.  A serum  amylase  at  that 
time  was  408  U/L.  The  patient  was  afebrile  and  did  not  ap- 
pear particularly  ill  but  did  have  a palpable,  tender  right  up- 
per quadrant  abdominal  mass.  A CT  scan  of  the  abdomen 
(Fig.  1)  showed  a large  pancreatic  phlegmon. 

The  patient  was  treated  in  the  hospital  with  bowel  rest  and 
intravenous  parenteral  nutrition.  Octreotide  and  kenovac,  a 
cholecystokinin  analog,  were  added  to  the  treatment  regi- 
men. The  patient  also  had  back  pain  that  required  analgesics. 
Her  serum  amylases  remained  mildly  elevated.  A repeat  ab- 
dominal CT  scan  done  eight  days  later  showed  partial  reso- 
lution of  the  pancreatic  phlegmon  and  the  development  of  a 
pseudocyst  (Fig.  2). 

After  several  days  she  was  allowed  a fat-free  diet,  which 
did  not  increase  either  her  pain  or  her  serum  amylase.  She 
remained  afebrile  and  without  significant  abdominal  tender- 
ness, and  because  of  the  improvement  in  the  CT  findings  and 
in  her  clinical  condition  she  was  discharged  on  the  14th  hos- 
pital day  to  continue  on  her  fat-free  diet. 

Over  the  next  three  weeks  she  became  asymptomatic  and 
was  able  to  resume  a regular  diet.  A repeat  CT  scan  (Fig.  3) 
showed  almost  complete  resolution  of  the  pancreatic  pseudo- 
cyst. She  has  since  returned  to  work  and  remains  symptom-free. 


Figure  1.  Admission  CT  scan  of  the  abdomen 
showing  a large  pancreatic  phlegmon. 


Figure  2.  CT  scan  of  the  abdomen  done  eight 
days  after  admission  showing  partial  resolution 
of  the  pancreatic  phlegmon  and  development  of 
a pseudocyst. 


Figure  3.  Follow-up  CT  scan  of  the  abdomen 
done  six  weeks  post-injury  showing  almost  com- 
plete resolution  of  the  pancreatic  pseudocyst. 
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Discussion 

Blunt  pancreatic  injuries  occur  when  a high-energy  force 
is  applied  to  the  upper  abdomen,  compressing  the  pancreas 
between  the  external  agent  and  the  spine.  In  the  adult  litera- 
ture, the  majority  of  these  injuries  result  from  motor  vehicle 
accidents,  with  60%  of  these  due  to  impact  with  the  steering 
wheel2;  in  children,  the  predominant  mechanism  is  a handle- 
bar injury.  Associated  extra-abdominal  injuries  are  reported 
in  94%  of  these  patients,  and  85%  have  associated  intra-ab- 
dominal injuries.3  Other  reviews  have  found  isolated  pancre- 
atic in  juries  in  as  many  as  33%  of  patients.4  As  in  this  patient, 
there  is  often  no  initial  clinical  evidence  of  a pancreatic  in- 
jury. In  one  study,  only  8%  of  patients  with  hyperamylasemia 
had  confirmed  pancreatic  injury,  whereas  33%  of  patients 
with  hyperamylasemia  had  significant,  non-pancreatic  intra- 
abdominal in  jury.3  In  the  multicenter  study  done  by  the  West- 
ern Trauma  Association,  only  50%  of  patients  with  blunt  pan- 
creatic in  jury  had  elevated  amylases,3  but  prolonged  elevation 
or  a progressively  rising  serum  amylase  is  highly  suggestive, 
and  an  elevation  of  longer  than  six  days  following  injury  is 
virtually  diagnostic  of  pancreatic  injury.4  Continued  abdomi- 
nal pain,  vomiting,  fever,  and  an  abdominal  mass  following 
trauma  are  clinical  signs  suggestive  of  a pancreatic  injury, 
and  work-up  should  then  include  a CT  or  abdominal  ultra- 
sound. 

The  management  of  pancreatic  injuries  traditionally  has 
been  operative,  with  the  type  of  procedure — primarily  repair 
and  external  drainage  or  resection — depending  upon  whether 
the  pancreas  is  injured  proximally  or  distally,  and  on  whether 
or  not  the  duct  is  disrupted. 

Pediatric  trauma  surgeons  have  led  in  the  “conservative” 
nonoperative  management  of  abdominal  trauma,  and  it  is 
therefore  not  surprising  that  they  were  the  first  to  propose 
the  nonoperative  management  of  pancreatic  injuries.6'*  As  in 
the  management  of  liver  and  spleen  injuries,  nonoperative 
management  is  dictated  by  the  patient’s  clinical  course  and 
not  by  the  injury  classification.  Transection  of  the  pancreas 
as  documented  by  CT  or  ultrasound  is  an  obvious  indication 
for  operative  intervention. 

Treatment  of  pancreatic  injuries  involves  putting  the  pan- 
creas “at  rest”  by  giving  the  patients  nothing  by  mouth  and 
preferably  starting  enteral  or  parenteral  alimentation.  Anti- 
biotics are  not  given  other  than  as  an  initial  prophylactic 
measure.  The  indications  for  drainage  of  post-traumatic  pan- 
creatic pseudocysts  are  infection  or  rupture  of  the  cyst  and 
failure  of  conservative  management. 

There  are  three  specific  complications  of  pancreatic  in- 
jury, which  are  usually  the  result  of  leakage  of  exocrine  se- 
cretions: pseudocyst  formation,  fistulas,  and  abscesses.  It  has 
been  suggested  that  pseudocyst  formation  complicates  33% 


to  45%  of  pancreatic  injuries.43’  There  also  appears  to  be  no 
difference  in  the  incidence  of  pseudocyst  formation  in  pa- 
tients operated  on  or  those  followed  nonoperatively.10  Pseudo- 
cyst formation  occurs  when  leaking  pancreatic  fluid  is  en- 
capsulated within  a fibrinous  exudate,  usually  in  the  lesser 
sac.  Not  all  pancreatic  phlegmon  will  progress  to  true  cyst 
formation.  Traumatic  pseudocysts  differ  from  those  due  to 
acute  or  chronic  pancreatitis  in  that  the  pancreatic  paren- 
chyma and  duct  are  usually  normal;  thus,  spontaneous  reso- 
lution is  usually  the  rule,  with  about  half  resolving  with  medi- 
cal therapy  alone.9  Observation  is  recommended  for  a 
minimum  of  six  to  eight  weeks.  Cysts  that  fail  to  resolve  by 
this  time  are  candidates  for  drainage.  Unlike  the  pseudocysts 
of  chronic  pancreatitis,  up  to  90%  of  traumatic  pseudocysts 
respond  to  radiologic  percutaneous  external  drainage.11 

The  use  of  octreotide,  an  8-amino  acid  synthetic  analogue 
of  the  inhibitory  peptide  somatostatin,  may  help  in  the  pre- 
vention of  pancreatic  fistula  and  speed  spontaneous  resolu- 
tion of  pseudocysts.  It  decreases  both  pancreatic  secretory 
volume  and  enzyme  production.  As  pseudocyst  formation  is 
due  to  either  microscopic  or  macroscopic  ductal  disruption 
with  subsequent  leakage  of  pancreatic  juices,  it  seems  logi- 
cal that  control  of  these  secretions  could  control  the  growth 
of  the  pseudocyst  and  allow  ductal  healing.  Gallo  and  Bar- 
bara12 found  that  0.1  mg  octreotide  SQ  three  times  daily  for 
two  weeks  decreased  the  size  of  pseudocysts  from  all  causes 
in  four  of  seven  patients.12  A recent  randomized  trial  also 
demonstrated  a beneficial  effect  in  the  treatment  of  severe 
acute  pancreatitis.13 

Nonoperative  treatment  of  liver,  spleen,  and  kidney  inju- 
ries is  now  becoming  the  norm  of  trauma  management.  Blunt 
pancreatic  trauma  in  the  absence  of  glandular  transection  or 
other  injuries  requiring  operative  intervention  may  also  be 
best  treated  nonoperatively.  □ 

References 

1.  Weisner  DH,  Wold  RL,  Frey  CF;  Diagnosis  and  treatment  of  pancreatic  injuries.  Arch  Surg 
125:1109-1113,  1990. 

2.  Jurkovich  GJ:  Injury  to  the  duodenum  and  pancreas,  in  Feliciano  DV,  Moore  EE,  Mattox  KL 
(eds):  Trauma,  ed  3.  Stamford,  CT,  Appleton  and  Lange,  1996,  pp  573-594. 

3.  Cogbill  TH,  Moore  EE,  Morris  JA  Jr,  et  al:  Distal  pancreatectomy  for  trauma:  a multicenter 
experience.  J Trauma  31:1 600- 1 606,  1991. 

4.  Northrup  WF  III,  Simmons  RL:  Pancreatic  trauma:  a review.  Surgery  71:27-43,  1971. 

5.  Olsen  WR:  The  serum  amylase  in  blunt  abdominal  trauma.  J Trauma  13:200-203,  1973. 

6.  Gorenstein  A,  O’Halpin  D,  Wesson  DE,  et  al:  Blunt  injury  to  the  pancreas  in  children:  selec- 
tive management  based  on  ultrasound.  J Pediatr  Surg  22:1 1 10-1 1 16,  1987. 

7.  Othersen  HB  Jr,  Moore  FT,  Boles  ET:  Traumatic  pancreatitis  and  pseudocysts  in  children. 
J Trauma  8:535-546,  1968. 

8.  Bass  J,  DiLoren  M,  Desjardins  J,  et  al:  Blunt  pancreatic  injuries  in  children:  the  role  of 
percutaneous  external  drainage  in  the  treatment  of  pancreatic  pseudocysts.  J Pediatr  Surg  23:721- 
724,  1988. 

9.  Burnwalt  C,  Wesson  D,  Stringer  D,  et  al:  Percutaneous  drainage  of  traumatic  pancreatic 
pseudocysts  in  children.  J Trauma  30:1273-1277,  1990. 

10.  Lewis  G,  Krige  JEJ,  Bomman  PC,  et  al:  Traumatic  pancreatic  pseudocysls.  Br  J Surg  80:89- 
93,  1993. 

11.  Grace  PA,  Williamson  RCN:  Modern  management  of  pancreatic  pseudocysts.  Br  J Surg 
80:573-581,  1993. 

1 2.  Gallo  L,  Barbara  L:  Treatment  of  pancreatic  pseudocysts  with  octreotide.  The  Lancet  338:540- 
541,  1991. 

1 3.  Paran  H,  Neufeld  D,  et  al:  Preliminary  report  of  a prospective  randomized  study  of  octreotide 
in  the  treatment  of  severe  acute  pancreatis.  J Am  Coll  Surg  181:121-124,  1995. 


414 


Tennessee  Medicine  ~ November,  1996 


The  Journal 


Department  of  Health  Report 

Preventing  Childhood  Lead 
Poisoning  in  Tennessee 
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Children  are  at  risk  for  lead  poisoning,  which  can  result 
in  developmental  delays,  deficits  in  intellectual  performance 
and  neurobehavioral  functioning,  decreased  stature,  and  di- 
minished hearing  acuity.1  Most  recently,  studies  have  linked 
lead  exposure  with  increased  risk  for  antisocial  and  delin- 
quent behavior.2  In  children  1 to  5 years  of  age,  8.9%  have 
blood  lead  levels  (BLLs)  of  SHO  jxg/dl,  levels  that  are  of 
concern  to  a developing  child’s  good  health.1  Public  health 
efforts  in  the  last  20  years  have  made  great  progress  in  low- 
ering the  blood  levels  of  lead  in  the  U.S.  population  from  an 
overall  mean  of  12.8  (xg/dl  in  the  National  Health  and  Nu- 
trition Examinations  Survey  II  (1976-1980)  (NHANES)  to 
2.8  jjLg/dl  in  NHANES  III  (1988-1991).  Still,  children,  espe- 
cially those  from  minority,  urban,  and  low-income  families, 
as  well  as  all  children  living  in  homes  built  prior  to  1978,  are 
at  risk.  Efforts  for  the  identification  and  treatment  of  lead 
poisoning  in  children  have  been  underway  in  the  state  of  Ten- 
nessee for  two  decades.  In  the  past  five  years,  a statewide 
program,  made  possible  through  a grant  from  the  Centers  for 
Disease  Control  and  Prevention  (CDC),  has  made  it  possible 
to  enhance  screening  programs  in  all  95  counties.  In  half  of 
the  metropolitan  and  half  of  the  rural  regions,  model  pro- 
grams have  been  implemented. 

The  Tennessee  Childhood  Lead  Poisoning  Prevention  Pro- 
gram has  nine  components: 

Screening:  Screening  in  Tennessee’s  health  departments 
follows  the  CDC  guidelines.4  Screening  begins  at  6 months 
and  continues  to  72  months. 

Identification  of  Sources  of  Exposure:  All  children  with 
BLLs  5=20  (xg/dl,  and  some  children  with  persistent  BLLs  of 
15  to  19  (xg/dl,  require  home  investigation.  Staff  performing 
home  investigations  do  so  under  a protocol,  the  basics  of 
which  include  screening  for  lead  in  paint,  soil,  and  other  haz- 
ards such  as  batteries,  lead  sinkers,  pottery,  parental  occupa- 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr. 
Yarbrough  is  the  former  director  of  Environmental  Epidemiology 
and  Ms.  Holmes  is  the  Childhood  Lead  Poisoning  Prevention 
Coordinator. 


tions  and  hobbies,  and  home  remedies.  X-ray  fluorescence 
instrumentation  is  used  to  screen  for  lead  in  the  paint. 

Medical  Management:  All  children  with  a BLL  of  15  to 
19  fjcg/dl  documented  twice  in  three  months,  or  a BLL  of 
5^20  |xg/dl  on  first  screening,  are  referred  to  a physician  for 
examination  and  treatment.  The  first  line  of  treatment  is  to 
identify  and  remove  the  child  from  the  source  of  lead.  CDC 
guidelines  outline  further  medical  management  depending 
on  the  BLL.  Current  practice  is  guiding  physicians  away  from 
chelation  therapy  when  the  BLL  is  <45  fxg/dl,  as  the  benefit 
of  such  treatment  has  not  been  established.1  When  chelation 
is  necessary,  oral  agents,  such  as  succimer  (DMSA)  or  d-pen- 
icillamine,  are  now  available  to  treat  BLLs  of  <70  fjcg/dl . 
Parenteral  treatment  with  edetate  disodium  calcium  (EDTA) 
and  dimercaprol  (BAL)  should  be  used  at  higher  levels. 

Laboratory’  Support:  Venipuncture  is  the  preferred  method 
for  collecting  blood  for  lead  analysis.  Electrochemical  tech- 
niques are  available  to  measure  blood  lead  at  levels  below 
25  (xg/dl.  Anodic  stripping  voltametry  and  atomic  absorp- 
tion spectroscopy  are  two  such  techniques.  Given  analytical 
variability,  differences  in  successive  blood  lead  measure- 
ments are  not  considered  significant  unless  there  is  a differ- 
ence of  5=5  |xg/dl  between  samples. 

Environmental  Management:  Since  the  1970s,  the  use  of 
lead  in  the  environment  has  declined  as  the  availability  of 
leaded  gasoline,  lead  soldered  cans,  and  high  content  leaded 
paints  has  been  reduced.  As  the  consumption  of  these  prod- 
ucts has  declined,  mean  BLLs  in  the  population  have  declined. 
Today,  the  greatest  source  of  lead  poisoning  in  children  is 
from  structures  covered  in  paint  manufactured  prior  to  1978, 
the  year  lead  content  in  household  paints  was  reduced  to  its 
present  low  level  of  0.06%  lead  by  weight.  Although  abate- 
ment is  costly,  all  efforts  should  be  made  to  achieve  this  goal. 
When  complete  abatement  is  not  possible,  an  acceptable  al- 
ternative is  to  remove  or  encapsulate  the  lead  painted  struc- 
tures. More  information  is  available  through  local  health  de- 
partments, the  Department  of  Environment  and  Conservation, 
or  the  National  Safety  Council  (1 -800-424-LEAD). 

Public  and  Professional  Information:  The  prevention  of 


Tennessee  Medicine  ~ November,  1996 


415 


TABLE  1 

TENNESSEE  DEPARTMENT  OF  HEALTH  CHILDHOOD  LEAD  POISONING  PREVENTION  PROGRAM  SCREENING  RESULTS 


January 

- December,  1993 

January 

- December,  1994 

January 

- December,  1995 

Total 

Screened 

%of 

%of 

Total 

Screened 

%of 

%of 

Total 

Screened 

%of 

%of 

Model  Regions 

>10* 

Screens 

>10* 

>20*  Screens 
>20* 

>10* 

Screens 

>10* 

>20*  Screens 
>20“ 

>10* 

Screens 

>10* 

>20* 

Screens 

>20* 

Metropolitan 

Memphis  / Shelby  County' 

7.320 

1,140 

16 

113 

2 

8,504 

1,281 

15 

84 

1 

7,710 

625 

8 

43 

1 

Chattanooga  / Hamilton  County  ’ 

575 

22 

4 

5 

1 

874 

12 

1 

0 

0 

1,732 

244 

14 

9 

1 

Jackson  / Madison  County’ 

625 

95 

15 

7 

1 

603 

110 

18 

9 

1 

1,643 

198 

12 

10 

1 

Rural 

Central  Tennessee’ 

3,802 

385 

10 

28 

1 

2,610 

256 

10 

22 

1 

5,764 

197 

3 

4 

<1 

West  Tennessee1 

5,216 

883 

17 

76 

1 

5,659 

697 

12 

41 

1 

5,211 

411 

8 

10 

<1 

Model  Totals 

17,538 

2,525 

14 

229 

1 

18,250 

2,356 

13 

156 

1 

22,060 

1,675 

8 

76 

<1 

January 

- December,  1993 

January 

- December,  1994 

January 

- December,  1995 

Total 

Screened 

%of 

%of 

Total 

Screened 

%of 

% of 

Total 

Screened 

% of 

% of 

Non-Model  Regions 

>10* 

Screens 

>10* 

>20*  Screens 
>20* 

>10* 

Screens 

>10* 

>20“  Screens 
>20* 

>10* 

Screens 

>10* 

>20* 

Screens 

>20* 

Metropolitan 

Nashville  / Davidson  County 

3,390 

176 

5 

3 

<1 

1,600 

71 

4 

3 

<1 

787 

51 

6 

4 

1 

Knoxville  / Knox  County 

519 

63 

12 

1 

<1 

459 

37 

8 

2 

<1 

522 

51 

10 

6 

1 

Sullivan  County 

355 

29 

8 

1 

<1 

271 

17 

6 

0 

0 

130 

4 

3 

0 

0 

Rural 

East  Tennessee 

5,442 

421 

8 

34 

1 

2,993 

273 

9 

18 

1 

1,864 

214 

11 

24 

1 

Middle  Tennessee 

3,439 

370 

11 

21 

1 

2,664 

272 

10 

14 

1 

978 

82 

8 

3 

<1 

Non-Model  Totals 

13,145 

1,059 

8 

60 

<1 

7,987 

670 

8 

37 

<1 

4,281 

402 

9 

37 

1 

State  Totals 

30,683 

3,584 

12 

289 

1 

26,237 

3,026 

12 

193 

1 

26,341 

2,077 

8 

113 

<1 

'All  values  are  pg/dL  BLL 
'Model  Region  since  1994 
‘Model  Region  since  1995 


lead  poisoning  in  children  requires  the  resources  of  many 
state  agencies,  including  the  Departments  of  Health,  Envi- 
ronment and  Conservation,  Economic  and  Community  De- 
velopment, and  Labor,  as  well  as  coordination  and  collabo- 
ration with  health  care  providers  and  caretakers.  Community 
coalitions  of  stakeholders  have  been  formed  in  most  of  the 
state’s  major  metropolitan  regions  to  address  problems  and 
find  solutions  to  lead  poisoning. 

Surveillance:  To  best  utilize  resources,  efforts  should  be 
directed  to  those  populations  found  to  be  at  greatest  risk.  Since 
1993,  the  state  has  collected  information  from  the  ten  ad- 
ministrative regions  for  the  Department  of  Health  (Table  1). 
Statewide  the  number  and  percent  of  children  with  BLLs  3=10 
p,g/dl  have  decreased  from  12%  to  8%,  which  is  below  that 
of  the  national  average  of  8.9%.  In  general,  metropolitan  re- 
gions have  higher  percentages  of  children  with  BLLs  3=10 
p,g/dl  than  rural  regions.  Model  regions  screen  more  chil- 
dren because  of  enhanced  screening  activities  in  the  health 
department  population.  As  model  regions  enhance  lead  poi- 
soning prevention  activities,  initial  screening  totals  and  per- 
centages of  elevated  BLLs  have  been  found  to  initially  in- 
crease, then  decline  over  time.  This  may  be  explained  in  part 
by  increased  detection  and  intervention,  as  well  as  improved 
record  keeping  aimed  at  avoiding  duplication.  Numbers  of 
children  screened  have  increased  or  remained  stable  in  model 


regions.  In  other  regions,  numbers  have  declined,  most  likely 
as  a result  of  fewer  children  being  served  in  health  depart- 
ments while  screening  activities  have  remained  stable.  An- 
nually, more  children  enrolled  in  the  TennCare  Program  are 
being  seen  by  primary  care  providers.  As  is  expected,  many 
more  children  in  all  regions  had  BLLs  in  the  10  to  19  picg/dl 
range  than  in  the  >20.  This  difference  may  be  explained  in  part 
as  BLLs  >20  (xg/dl  are  confirmed  on  initial  screen,  whereas 
BLLs  10  to  19  (xg/dl  are  not  always  confirmed  on  initial  screen. 

In  Tennessee,  sources  of  lead  poisoning  other  than  lead- 
based  paint  include  parental  occupations  and  hobbies,  pot- 
tery, ceramic  ware,  and  home  remedies.  By  identifying  those 
at  greatest  risk  and  the  common  sources  of  lead  in  poisoned 
children,  the  state  has  been  able  to  target  resources  better. 

Currently,  state  population-based  prevalence  rates  for  child- 
hood lead  poisoning  are  not  complete.  However,  as  the  De- 
partment of  Health’s  surveillance  initiative  is  fully  developed, 
a true  assessment  of  the  problem  of  lead  poisoning  will  be 
possible.  Complete  surveillance  data  will  allow  better  assess- 
ment of  the  problem,  as  well  as  information  for  program  plan- 
ning and  identification  of  the  highest  risk  areas  of  the  state. 

Evaluation:  The  Department  of  Health’s  Maternal  and 
Child  Health  Section  has  primary  responsibility  for  the  Ten- 
nessee Childhood  Lead  Poisoning  Prevention  Program,  which 
( Continued  on  page  418) 
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The  Journal 


Vanderbilt  Morning  Report 

Progressive  Somnolence  and  Confu- 
sion in  a Patient  With  Hereditary 
Hemorrhagic  Telangiectasias 


Case  Report 

A 73-year-old  woman  with  a history  of  hereditary  hemor- 
rhagic telangiectasias  (HHT)  characterized  by  recurrent 
epistaxis  had  a progressive  decline  in  her  mental  status  over 
a three-week  period  with  increasing  somnolence,  ataxia,  dif- 
ficulty feeding  herself,  and  urinary  incontinence.  Two  days 
before  admission  she  fell  to  the  floor  on  two  occasions.  Her 
family  did  not  recall  that  she  had  complained  of  any  fevers, 
headaches,  nausea,  vomiting,  focal  weakness,  visual  or  hear- 
ing changes,  seizure  activity,  or  access  to  any  psychotropic 
medications.  She  had  had  laser  ablation  and  numerous  surgi- 
cal packings  for  her  epistaxis,  and  had  required  several  trans- 
fusions of  packed  red  blood  cells.  She  also  had  chronic  atrial 
fibrillation,  a porcine  aortic  valve  replacement  in  1988  for  a 
stenotic  bicuspid  aortic  valve,  and  hypothyroidism. 

On  admission,  she  was  somnolent  but  in  no  acute  distress. 
Her  temperature  was  97.8°F,  pulse  74/min,  respirations  16/ 
min,  and  blood  pressure  130/74  mm  Hg.  She  had  an  ecchy- 
motic  area  over  her  right  ear.  The  oral  mucosa  and  many 
areas  of  the  skin  had  multiple  telangiectases  that  blanched 
on  compression.  Her  neck  was  supple.  Her  chest  was  clear  to 
auscultation  although  she  made  poor  inspiratory  effort.  The 
cardiac  examination  showed  an  irregularly  irregular  rhythm 
and  a grade  3/6  systolic  murmur  radiating  to  the  carotids  and 
left  axilla.  A pulsatile  liver  was  percussed  and  palpated  to  4 
cm  below  the  costal  margin;  no  splenomegaly  was  noted.  Cra- 
nial nerves  were  intact,  pupils  were  equally  round  and  reac- 
tive to  light,  and  the  fundi  were  sharp.  The  patient  was  un- 
able to  follow  commands  but  withdrew  all  extremities  to 
painful  stimuli.  Deep  tendon  reflexes  were  3+  throughout; 
toes  were  down-going. 

Laboratory  tests  showed  a normal  SMA-7,  total  protein 
7.9  gm/dl,  albumin  3.9  gm/dl,  total  bilirubin  1 .9  mg/dl,  alka- 
line phosphatase  125  U/L,  total  cholesterol  148  mg/dl,  trig- 
lycerides 70  mg/dl,  and  LDH  351  mg/dl.  A CBC  revealed  a 
WBC  count  of  4,700/cu  mm,  hematocrit  39%,  and  platelet 


Presented  by  Taraz  Samandari,  MD,  medical  resident,  and  Brian 
D.  Smith,  MD,  Hugh  J.  Morgan  chief  medical  resident,  Vanderbilt 
University  Medical  Center,  Nashville 


count  139,000/cu  mm. 

A chest  x-ray  showed  evidence  of  prior  cardiovascular 
surgery  and  aortic  valve  replacement.  An  EKG  showed  atrial 
fibrillation  with  a controlled  rate.  CT  scan  of  the  head  with- 
out contrast  showed  no  evidence  of  cerebral  infarction  or 
hemorrhage.  A lumbar  puncture  revealed  1 white  cell,  1 red 
cell,  protein  48  mg/dl,  and  glucose  38  mg/dl.  Gram  stain  and 
India  ink  stains  were  negative  for  organisms.  MRI  of  the  brain 
showed  no  abnormalities. 

An  electroencephalogram  (EEG),  recommended  by  the 
consulting  neurologist  to  rule  out  seizure  activity,  showed  an 
intermittent  rhythmic  discharge  suggesting  a nonconvulsive 
status  epilepticus,  and  additional  background  3 hertz  spikes 
were  typical  of  hepatic  encephalopathy.  A serum  ammonia 
was  markedly  elevated  at  140  p-g/dl  (normal  1 1 to  35).  After 
the  patient  was  given  dilantin,  continuous  EEG  monitoring 
showed  resolution  of  the  rhythmic  discharges,  and  lactulose 
enemas  produced  progressive  improvement  of  her  mental 
status.  She  was  discharged  taking  dilantin  and  lactulose.  The 
patient  had  prior  endoscopy  that  did  not  reveal  esophageal 
varices,  and  had  negative  hepatitis  serologies.  She  was  ad- 
mitted to  the  hospital  on  two  other  occasions  for  hepatic 
encephalopathy  after  episodes  of  noncompliance  with  the 
lactulose  and  increased  protein  intake. 

Discussion 

The  term  hereditary  hemorrhagic  telangiectasia  was  coined 
by  Hanes  in  1909.  HHT,  or  Osier- Weber-Rendu  disease,  was 
first  described  by  Rendu  in  1896  as  a distinct  clinical  entity. 
Osier  and  Weber  subsequently  described  the  syndrome  in 
more  detail  further  and  identified  it  as  a familial  disease  char- 
acterized by  frequent  hemorrhages.  It  is  now  known  to  be  auto- 
somal dominant  with  an  estimated  incidence  of  1 to  2 per 
100,000,  although  20%  of  patients  report  no  affected  relatives.1 

Clinical  signs  of  the  disease  usually  appear  in  adolescence, 
and  symptoms  tend  to  increase  in  frequency  and  severity  with 
age.  Classically  the  disease  is  characterized  by  epistaxis  and 
telangiectases.  While  the  majority  of  patients  have  cutane- 
ous or  mucous  membrane  telangiectases,  the  systemic  nature 
of  this  disease  is  demonstrated  by  the  observation  at  autopsy 
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of  these  dysplastic  vessels  in  every  organ.  The  pathogenesis 
of  the  typical  capillary-venous  malformations  is  unknown. 

The  approach  to  a patient  with  HHT  and  mental  status 
changes  should  be  as  with  any  individual  with  mental  status 
changes,  though  certain  distinct  causes  of  neurologic  disease 
are  more  commonly  found  in  HHT.  Neurologic  complica- 
tions are  observed  in  8%  to  12%  of  members  of  families  with 
HHT.  In  a review  of  200  cases  documented  by  angiography, 
surgery  or  autopsy,  61%  of  patients  had  neurologic  sequelae 
secondary  to  pulmonary  arteriovenous  fistulas,  with  result- 
ant cerebral  hypoxemia,  paradoxic  emboli,  septic  emboli,  or 
brain  abscesses.  Twenty  eight  percent  of  patients  had  vascu- 
lar malformations  of  the  brain,  including  cerebral  arterio- 
venous malformations,  telangiectasias,  angiomas,  and  aneu- 
rysms. Six  percent  had  portal-systemic  encephalopathy.2 

The  patient  presented  herein  had  all  the  hallmarks  of  he- 
patic encephalopathy,  probably  resulting  from  portal  systemic 
shunting.  Other  complications  may  include  portal  hyperten- 
sion. Patients  with  shunts  often  show  encephalopathy  after 
significant  gastrointestinal  bleeding.  In  addition,  hepatic  en- 
cephalopathy may  result  from  epistaxis  and  subsequent  swal- 
lowing of  blood — presumably  due  to  products  of  digested 
protein.'  Physical  examination  of  patients  with  portal-sys- 
temic shunts  may  demonstrate  hepatomegaly,  while  a pulsa- 
tile mass,  vascular  thrill,  or  audible  bruit  may  be  noted  in  the 
upper  abdomen.  Asterixis  and  the  musty  odor  of  fetor  hepati- 
cus  may  be  present  on  the  patient’s  breath.  Laboratory  evalu- 
ation of  liver  function  is  usually  normal.  EEGs  performed  on 
patients  with  hepatic  encephalopathy  have  frequently  shown 
diffuse  high-amplitude  slow-frequency  (theta)  waves  also 
described  as  bilateral  synchronous  triphasic  waves.23 


Abdominal  angiography  is  useful  for  diagnosing  portal- 
systemic  shunting,  and  may  demonstrate  dilatation  and 
tortuosity  of  the  hepatic  artery,  filling  of  numerous  diffusely 
scattered  intrahepatic  pools,  multiple  angiomas  and  angio- 
dysplasias,  or  early  filling  of  hepatic  veins.4  The  liver  of 
autopsied  patients  has  been  grossly  described  as  pseudo- 
cirrhotic, with  a diffusely  nodular  surface  with  multiple  sub- 
capsular  hemangiomas.5  Histologically  the  hepatic  lesion  is 
usually  described  as  periportal  fibrovascular  foci  without 
major  parenchymal  or  inflammatory  reaction. 

Patients  with  HHT  may  have  a variety  of  liver  abnormali- 
ties unrelated  to,  but  superimposed  on,  the  fibrovascular  le- 
sions: hepatic  adenomas  and  focal  nodular  hyperplasia  from 
prolonged  estrogen  therapy  prescribed  for  epistaxis,  post- 
transfusion acute  and  chronic  infectious  hepatitis  with  sub- 
sequent cirrhosis,  hemosiderosis  after  multiple  transfusions 
for  chronic  bleeding,  passive  congestion  due  to  high  output 
failure  secondary  to  left-to-right  shunting  through  arterio- 
venous fistulas.1 

Management  of  the  hepatic  encephalopathy  associated 
with  HHT  consists  of  a protein-restricted  diet,  and  treatment 
with  either  lactulose  or  neomycin.  Limitation  of  episodes  of 
epistaxis  and  gastrointestinal  bleeding  reduces  the  incidence 
of  encephalopathy.  □ 
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(Continued  from  page  416) 

is  supported  statewide  through  a grant  from  the  CDC.  Each 
quarter  the  program  evaluates  and  reports  progress  toward 
the  prevention  of  lead  poisoning  in  children.  To  date,  the 
prevalence  of  elevated  lead  levels  (2=10  pcg/dl)  for  children  6 
to  72  months  of  age  seen  in  health  departments  has  declined 
from  12%  to  8%. 

Lead  poisoning  is  a common  and  preventable  threat  to 
health  in  the  pediatric  population.  In  Tennessee,  as  across  the 
country,  progress  is  being  made  to  eliminate  this  disease. 
While  lead  levels  have  declined  in  the  general  population, 
high-risk  children  can  still  be  identified.  The  Year  2000  Ob- 
jective for  children  ages  6 months  to  6 years  is  to  achieve  a 
reduction  in  the  prevalence  of  BLLs  exceeding  15  (xg/dl  to 


1 % of  the  children  screened  and  reduce  the  number  of  chil- 
dren with  BLLs  exceeding  25  |xg/dl  to  zero.  Through  col- 
laborative efforts  among  health  care  professionals,  caretak- 
ers of  young  children,  and  state  agencies,  Tennessee  can 
accomplish  this  goal.Q 
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These  companies  are  serious  about 
protecting  your  financial  future. 


DODSON  GROUP 
Workers’  Compensation  Insurance 


CNA® 

Comprehensive  Medical  Plans 


LIASTAR  INSURANCE  COMPANY 
Individual  Term  Life 
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Office  Contents  and  Building  Packa 


COMMERCIAL  L 

IFE  INSURANCE  CO. 

Disabili 

ty  Insurance 

G.E.  CAPITAL  ASSURANCE 
Long  Term  Care 


Are  you? 


Call  "Your  TIVLA  Association  Insurance  Agency  For  Pi  an  Details 

Toll-free  1-800-347-1109  • Local  423-629-2400  • Fax  423-629-1 109 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 

As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

800-USA-ARMY 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.8 
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Tennessee  Medical  Association  Alliance 

Physicians'  spouses  dedicated  to  the  health  of  America 


2301  21st  Avenue,  South  Nashville,  TN  37212  (615)385-2100 


THANK  YOU  TENNESSEE  PHYSICIANS 
FOR  YOUR  CONTRIBUTIONS  TO  AMA-ERF 

(AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION) 


DO  YOU  KNOW  THAT: 

Tennessee  has  been  the  #1  state  in  the  nation  for 
the  past  20  years  in  contributions  to  AMA-ERF 
through  your  medical  alliances. 

All  contributions  made  to  your  medical  school 
(including  foundations,  trusts,  and  special 
societies)  can  be  made  through  AMA-ERF.  (Make 
checks  payable  to  AMA-ERF  with  the  special  area 
designated  and  it  will  be  processed  promptly.  Send 
to  your  county  AMA-ERF  chairman  or  to  Judy  Light, 
state  chairman.) 

100%  of  your  contribution  is  given  to  your  medical 
school  and  you  may  designate  whether  it  is  given 
for  scholarship  or  research  study. 

By  now  you  have  received  a letter  in  your  office 
or  at  home  from  your  local  AMA-ERF  Alliance 
chairman  asking  for  your  donation  and 
participation  in  the  annual  Holiday  Sharing  Card. 
Our  local  artist  for  the  card,  titled  "Snowfall  on 
the  Harpeth, " is  Dawn  Whitelaw,  whose  father  and 
brother-in-law  are  Tennessee  physicians.  This  is 
such  a special  way  of  joining  your  fellow 
physicians  in  sending  holiday  greetings  to  each 
other  and  supporting  our  medical  education. 

The  deans  of  the  medical  schools  and  the  Alliances 
thank  you  for  your  support  and  your  help  in  making 
it  possible  for  Tennessee  to  claim  its  title  of 
"The  Volunteer  State." 

Judy  Light 

AMA-ERF  State  Chairman 
5315  Confederate  Drive 
Nashville,  TN  37215 


FAX  (615)  383-5918 
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News  and  Views 


Letters  to  the  Editor 


Tobacco  Abuse 

To  the  Editor: 

This  letter  is  in  response  to  the  Department  of  Health  Re- 
port, “Tobacco  Use:  Tennessee  Youths  at  Risk,”  by  Cornelia  M. 
Pearson,  R.N.,  M.N.  published  in  the  August  issue  of  the  Jour- 
nal ( Tenn  Med  89:299-300,  1996).  I was  very  pleased  to  see  an 
article  addressing  this  particular  problem.  My  only  comment  is 
a suggestion  to  replace  the  phrase  “tobacco  use”  with  a more 
accurate  phrase  “tobacco  abuse.”  I have  never  been  able  to  come 
up  with  any  way  to  use  tobacco,  but  only  abuse  it.  Unlike  alco- 
hol and  a great  many  other  chemicals  that  can  be  both  used  and 
abused,  tobacco  seems  to  be  strictly  relegated  to  the  abuse  only 
category. 

Larry  H.  Lee,  MD 

Methodist  Regional  Cancer  Center 

102  Vermont  Ave. 

Oak  Ridge,  TN  37830 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  August,  1996.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two, 
or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1 ; for  the  three-year 
award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1 . Each  application  for  the  PRA  must  also  verify  par- 
ticipation in  Category  2 CME  activities. 

Terry  C.  Borel,  MD,  Johnson  City 
Richard  D.  Buchanan,  MD,  Brentwood 
James  F.  Conrad,  MD,  Nashville 
Charles  E.  Darling  Jr.,  MD,  Oak  Ridge 
Roy  C.  Ezell,  MD,  Hermitage 
J.  Vance  Fentress,  MD,  Ardmore 
Christopher  W.  Fletcher,  MD,  Nashville 
Katherine  W.  Goff,  MD,  Monterey 
Frank  E.  Jones,  MD,  Nashville 
Charles  A.  Kirby,  MD,  Chattanooga 
Joseph  C.  Lougheed,  MD,  Memphis 
Roger  E.  McKinney,  MD,  Lebanon 
Donald  D.  Owens,  MD,  Memphis 
C.  Leon  Partain,  MD,  Nashville 
Eric  L.  Raefsky,  MD,  Nashville 
Jack  C.  Sanford  Jr.,  MD,  Memphis 
Victor  J.  Thomas,  MD,  Chattanooga 
Walter  W.  Wheelhouse,  MD,  Lawrenceburg 
David  R.  Yates,  MD,  Hermitage 


In  Memoriam 


Turley  Farrar,  age  82.  Died  August  23,  1996.  Graduate  of  Uni- 
versity of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

Sahin  S.  Kocacitak,  age  63.  Died  July  8,  1996.  Graduate  of 
Medical  Faculty,  Ankara  University  (Turkey).  Member  of  Chat- 
tanooga-Hamilton  County  Medical  Society. 

John  S.  McNulty , age  51.  Died  August  25,  1996.  Graduate  of 
University  of  California  School  of  Medicine.  Member  of  Brad- 
ley County  Medical  Society. 

Ray  Wallace  Mettetal,  age  79.  Died  August  21,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Washington-Unicoi-Johnson  County  Medical  Association. 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Kent  D.  Childs,  MD,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

William  T.  Ballard,  MD,  Chattanooga 
Scott  E.  Desjarlais,  MD,  Jasper 
Patrick  Foley,  MD,  Chattanooga 
Earl  D.  Lett,  MD,  Chattanooga 
Robert  A.  Peterson,  MD,  Chattanooga 
Alan  F.  Shikoh,  MD,  Chattanooga 
Susan  Stutes,  MD,  Chattanooga 
Judy  Washington,  MD,  Chattanooga 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Vianney  E.  Villaruz,  MD,  Crossville 

LAKEWAY  MEDICAL  SOCIETY 

Mark  R.  Davenport,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Charles  B.  Bramlett,  MD,  Spring  Hill 
Troy  Elizabeth  Brothers,  MD,  Columbia 
Mark  C.  Nenow,  MD,  Columbia 
Srikar  S.  Reddy,  MD,  Columbia 
Yvette  C.  Sandoval,  MD,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Bharatkumar  R.  Patel,  MD,  Clarksville 

SCOTT  COUNTY  MEDICAL  SOCIETY 

Riad  1.  Homsi,  MD,  Oneida 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Brian  M.  Keel,  MD,  Kingsport 
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SUMNER  COUNTY  MEDICAL  SOCIETY 

Robert  A.  Grummon,  MD,  Lafayette 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Salman  Saeed,  MD,  Covington 


March  7-8  Allergy  & Immunology 
March  20-21  Pediatrics 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Kerry  W.  Gateley,  MD,  Franklin 
Christopher  A.  Pierce,  MD,  Franklin 


Personal  News 


Fred  Ralston  Jr.,  MD,  Fayetteville,  has  been  elected  a Fellow 
of  the  American  College  of  Physicians. 


CME  Opportunities 


TM  A is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program.  TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions 
in  Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec.  6-7  22nd  High  Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Jan.  9-1 1 High  Risk  Perinatal  Seminar 
Feb.  17-20  Update  in  Obstetrics  & Gynecology — Grand  Caymen 
Island 

Feb.  23-28  Clinical  Medicine — Kauai,  Hawaii 
March  6-8  Symposium  on  Critical  Care  & Emergency  Medi- 
cine— Hot  Springs,  Ark. 

March  8- 1 5 Current  Issues  in  OB/G YN — Snowmass  Village,  Colo. 
March  16-22  30th  Review  Course  for  the  Family  Physician 


Dec.  3-5 
April  23-25 
June  6-10 
June  12-14 


Knoxville 

Perinatal  Update  ’96 — Gatlinburg 

20th  Family  Practice  Update  & Review — Gatlinburg 

13th  Alzheimer’s  Disease  Symposium — Gatlinburg 

42nd  Great  Smoky  Mountains  Pediatric  Seminar — 

Gatlinburg 


Chattanooga 

Dec.  5-6  Cardiology 

Feb.  23-26  Clinical  Medicine — Kauai,  Hawaii 


East  Tennessee  State  University 

Continuing  Education  Schedule 

April  18-19  Advanced  Life  Support  in  Obstetrics 

For  information  contact  Office  of  CME,  James  H.  Quillen  Col- 
lege of  Medicine,  East  Tennessee  State  University,  PO  Box  70559, 
Johnson  City,  TN  37614,  Tel.  (423)  929-4341 . 


united  states  Statement  of  Ownership,  Management,  and  Circulation 

Kim  POSTAL  SERVICE r«  (Required  by  39  U.S.C.  3685) 

1 . Publication  Title 

Tennessee  Medicine 

Journal  of  Che  Tennessee  Medical  AssociaCion 

2 Publication  No. 

o |o|a |o|_| 3)3!  1 [s 

3.  Filing  Oalo 

9-9-96 

Monthly 

12 

6.  Annual  Subscription  Price 
$20 

7 Comploto  Mailing  Address  ol  Known  Office  of  Publication  (Slreel,  City,  County,  Stale,  and  ZIPt4)  (Not  Printer) 
2301  21st  Avenue  South,  Nashville,  Davidson,  Tennessee  37212-0909 

2301  21st  Avenue  South,  Nashville,  Tennessee  37212-0909 

1 9 Full  Names  and  Complete  Mailing  Addresses  of  Publisher,  Editor,  and  Managing  Editor  (Do  Not  Leave  Blank) 

Publisher  (Name  and  Complete  Mailing  Address ) 

Tennessee  Medical  AssociaCion,  2301  21st  Avenue  South,  Nashville,  Tennessee  37212-0909 

Editor  (Name  and  Complete  Malting  Address) 

1 John  B.  Thomison,  MD,  2301  21st  Avenue  South,  Nashville,  Tenneseee  37212-0909  j 

Managing  Editor  (Name  and  Complete  Mailing  Address) 

Jean  Wishnick,  2301  21st  Avenue  South,  Nashville,  Tennessee  37212-0909 

1 0.  Owner  (II  owned  by  a corporation,  Its  name  and  address  must  be  slated  and  also  Immodialoly  theroatler  the  names  and  addresses  ot  stockholders  owning 
or  holding  1 percent  or  more  ol  the  total  amount  ol  stock.  It  not  owned  by  a corporation,  the  names  and  addresses  ot  the  Individual  owners  must  be  given.  It 
owned  by  a partnership  or  other  unincorporated  lirm,  Its  name  and  address  as  well  as  that  ot  each  Individual  must  be  given.  It  the  publication  Is  published 
by  a nonprotll  organization,  its  name  and  address  must  be  slated.)  (Do  Not  Leave  Blank.) 

Full  Name 

Complete  Mailing  Address 

Tennessee  Medical  Association 

2301  21st  Ave.  South,  Nashville,  TN  37212-0909 

1 1 Known  Bondholders,  Mortgagees,  and  Other  Security  Holders  Owning  or  Holding  1 Percent  or  More  ol  Total  Amount  ot  Bonds.  Mortgages,  or  Othor 

Full  Name 

Complete  Mailing  Address  1 

N/A 

12.  For  completion  by  nonprofit  organizations  authorized  to  mail  at  special  rales.  The  purpose,  function,  and  nonprofit  status  of  this  organization  and  the  exempt 
status  for  federal  Incomo  tax  purposes:  (Check  one)  Q Has  No,  changed  During  Preceding  12  Months 

□ Has  Changed  During  Preceding  12  Months 

(It  changed,  publisher  must  submit  explanation  ol  change  with  this  statement) 

13,  Publication  Name 

Tennessee  Medicine 

Journal  of  the  Tennessee  Medical  Association 

la  Issuo  Dalo  for  Circulation  Data  Below 
September 

IS.  Extonl  and  Nature  of  Circulation 

Avcrago  No.  Copies  Each  Issue 

Actual  No.  Coplos  of  Single  Issue  ' 

Published  Nearest  to  Filing  Date  1 

a.  Total  No  Coplos  (Net  Press  Pun) 

6,250 

6,400 

b.  Paid  and/or  Requested  Circulation 

(1)  Sales  Through  Dealers  and  Carriers,  Street  Vendors,  and  Counter  Sales 
(Not  Mailed) 

— 

... 

(2)  Paid  or  Requested  Mail  Subscriptions 

(Include  Advertisers'  Proot  Copies/Exchange  Copies) 

5,558 

5,723 

c.  Total  Paid  and/or  Requested  Circulation 
(Sum  ol  tSb(t)  and  lSb(2)) 

5,558 

5,723 

d.  Free  Distribution  by  Mail 

(Samples,  Complimentary,  and  Other  Free) 

530 

513 

— 

... 

1 Total  Froo  Distribution  (Sum  ol  tSdand  ISe) 

530 

513 

g Total  Distribution  (Sum  ot  1 Sc  and  ISt) 

6,088 

6,236 

h.  Copies  Not  Distributed 

(1)  Office  Use,  Leftovers,  Spoiled 

162 

164 

(2)  Return  from  Nows  Agents 

... 

... 

1.  Total  (Sum  ot  ISg,  t5h(t),  and  1Sh(2)) 

6,250 

6,400 

Percent  Paid  and/or  Requested  Circulation 
(ISc/tSgx  100) 

91. 3Z 

91.87. 

17.  Signature  and  Title  ol  Editor,  Publisher.  Business  Manager,  or  Owner  Date 

Business  Manager  9-9-96 

1 certify  that  all  Information  (ffmishod  on  this  form  is  true  and  complete.  1 understand  that  anyone  who  furnishos  false  or  misleading  information  on  this  form  or 
who  omits  material  or  Information  requeslod  on  the  form  may  be  subject  to  criminal  sanctions  (including  tines  and  imprisonment)  and/or  civil  sanctions 
(including  multiple  damages  and  civil  penalties). 

422 


Tennessee  Medicine  - November,  1996 


TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
‘Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  91 0 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)  231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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Team  Health  has  Immediate  Opportunities: 


Medical  Directorships  £r  Clinical  Opportunities 

Springfield  — Northcrest  Medical  Center  is  a newly  constructed 
facility  with  an  approximate  annual  patient  volume  of  19,000. 
Located  only  45  minutes  north  of  Nashville,  the  area  offers 
numerous  recreational  activities. 

Greeneville  — Laughlin  Memorial  Hospital  is  a new  facility  with  a 
10-bed  ED  and  a separate  triage  room.  Physician  Assistant  double 
coverage  is  provided  on  Saturday  and  Sunday,  and  the  approximate 
annual  patient  volume  is  18,000. 

Clinical  Opportunities 

Maryville  — Blount  Memorial  Hospital  has  an  approximate  annual 
patient  volume  in  excess  of  40,000  with  physician  assistant  double 
coverage  provided  12-hours  per  day.  Located  in  the  foothills  of  the 
Smokies,  Maryville  is  only  30  minutes  from  Knoxville. 

Sevierville  — Fort  Sanders  Sevier  has  PA  double  coverage  and  a 
PA  staffed  fast-track.  The  facility  is  located  10  minutes  from  the 
outlets  of  Pigeon  Forge  and  the  skiing  in  Gatlinburg.  and  it  is  only 
40  minutes  from  downtown  Knoxville. 

Team  Health  offers  competitive  compensation,  flexible  scheduling 
with  no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Cathy  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  at  http://www.team-health.com 


TEAM 

HEALTH 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physicians 
for  two  District  Health  Officer  positions  for  multicounty  areas  in 
Middle  Tennessee.  Salary  in  high-70s  to  low-80s.  Positions 
provide  direct  patient  care  including  adult  and  children’s  am- 
bulatory care,  preventive  clinical  services,  family  planning,  pre- 
natal care,  and  consultation  for  nurse  practitioners.  Must  have 
an  MD  or  DO  degree,  post  medical  education,  and  clinical  ex- 
perience in  a primary  care  specialty  totaling  at  least  three  years, 
and  Tennessee  license. 

Contact  Ruth  M.  Hagstrom,  MD,  426  5th  Ave.  North,  Nash- 
ville, TN  37247-5001 . Phone  (61 5)  532-2431 . TDH  is  an  equal 
opportunity,  equal  access,  affirmative  action  employer. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersviile,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 


Primary  Care  Doctors: 

• Are  you  prepared  to  accept  capitation? 

• Do  you  know  where  your  costs  are? 

• We  can  help  you  tune  up  your  practice. 

Call  Mo  Kirtane,  Principal 

Franklin  Healthcare  Consulting 
(615)  662-8402,  franklinhc@aol.com 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 


Emergency  Coverage  Corporation 

has  full-time  opportunities  in  the  Southeast 

Emergency  Coverage  Corporation  has 
several  opportunities  throughout  the 
Southeast  for  EM,  IM  or  FP 
physicians.  Leave 
your  fast-paced 
lifestyle  and  return  to  the 
simplicity  of  small-town  life  - 
fish,  golf,  or  just  spend  more 
time  with  your  family. 

These  facilities  have  low  volumes  and  are  located 
in  the  beautiful  mountain  ranges  of  the  Southeast. 

Emergency  Coverage  Corporation  is  a physician 
management  group  located  in  Knoxville,  Tennessee. 
We  provide  our  independent  contractor  physicians 
flexible  schedules  with  no  on-call,  competitive 
compensation  and  paid  malpractice  insurance. 


For  more  information  about 
these  opportunities,  call 
Jackie  Thurman  at 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words, 
two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  uti- 
lize a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN 
37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to 
the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will 
be  removed  after  its  first  publication  unless  otherwise  in- 
structed. Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

MEDICAL  PHYSICIAN  position  available  full  and  part  time.  No 
evenings  or  weekends.  Top  salary  and  benefits.  Salary  range  for 
full-time  position:  $6,500  to  $10,000  per  month  relative  to  experi- 
ence and  qualifications.  Part-time  position  $60  to  $85  per  hour. 
Position  entails  Physical  Examination  clearance  for  rehab  and  some 
occupational  medicine.  Fax  resume  to:  (423)  283-4600,  or  send  to 
Dr.  David  K.  Perry,  206  Princeton  Road,  Suite  14,  Johnson  City,  TN 
37601. 


RADIOLOGY  ASSOCIATE  wanted  for  progressive  North  Missis- 
sippi City  of  15,000.  New  hospital  renovation  including  X-Ray 
Department.  New  color  ultrasound,  spect  gamma  camera,  GE 
Highlight  advantage  CT  and  mobile  GE  0.5  Signa  MR.  Excellent 
recreation  (boating,  fishing,  hunting,  golf,  tennis,  etc.).  Good 
schools.  FAX  CV  to  (601)  226-3419. 


POSITION  WANTED 

INTERNIST,  Board-certified,  Vanderbilt-trained  American  medi- 
cal school  AOA  graduate,  Nashville,  TN.  As  an  option,  estab- 
lished practice  also  available  immediately  if  so  desired  with  phy- 
sician to  be  future  salaried  employee.  1,600-patient  base  (mostly 
PPO).  Physician  certified  as  level  III  lab  director  of  practice’s 
CLIA  III  certified  lab.  Treadmills,  pulmonary  function,  and  exten- 
sive x-rays  done  in  office.  Association  with  larger  group 
knowledgable  in  managed  care  wanted.  Please  mail  request  to 
CQA-300,  c/o  Tennessee  Medicine,  PO  Box  120909,  Nashville, 
TN  37212-0909. 


PRACTICE  AVAILABLE 

ESTABLISHED  PRACTICE  with  physician  as  future  salaried 
employee.  Board-certified,  Vanderbilt-trained  American  medical 
school  AOA  graduate,  Nashville,  TN,  internist.  Merger  with  larger 
group  knowledgable  in  managed  care  wanted.  1,600-patient 
base  (mostly  PPO).  Physician  certified  as  level  III  lab  director  of 
practice’s  CLIA  III  certified  lab.  Treadmills,  pulmonary  function, 
and  extensive  x-rays  done  in  office.  Please  mail  request  to 
COA-200,  c/o  Tennessee  Medicine,  PO  Box  120909,  Nashville, 
TN  37212-0909. 


NORTHEASTTENNESSEE 
POSITIONS  AVAILABLE 

All  located  in  the  same  area.  Family-oriented  community,  located  in  the  beauty  of  the  mountains  and  lakes. 

Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  four  already  established  primary  care  phy- 
sicians. The  practice  will  pay  you  an  exceptional  base  salary,  excellent  benefits,  plus  incentives. 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guaran- 
tee for  your  first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form 
multispecialty  group  in  a private  setting. 

#4  Two  Family  Practice  physicians  to  join  two  other  established  physicians  in  a small  town  of  1 5,000  with 
a service  area  of  52,000. 

#5  BC/BE  Emergency  Room  physician  needed  immediately  in  northeast  Tennessee.  Annual  ER  volume 
is  21 ,000  in  a 1 50-bed  facility. 

#6  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other  already  established 
Orthopaedic  Surgeons  in  private  practice  in  Elizabethton,  TN. 

#7  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to 
their  private  practice  in  Johnson  City,  TN.  Excellent  opportunity! 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact 

Anne  Helvey,  Director  of  Physician  Services  serving  Columbia  North  Side,  Sycamore  Shoals,  and  Johnson 

City  Specialty  Hospitals.  Phone  (423)  854-5805  or  Fax  (423)  854-5748. 
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PHYSICIANS: 

OUTSTANDING  PROFESSIONAL  AND 
PERSONAL  OPPORTUNITIES. 


- 


The  Army  Medical  Department  not  only  offers  physicians  an  out- 
standing working  environment,  but  an  outstanding  living  environment 
as  well. 

Today’s  volunteer  Army  places  great  emphasis  on  quality  of  life 
issues  such  as  family  support,  and  safe  and  well-maintained  living 
spaces.  You’ll  find  military  bases  and  the  military  community  tend  to 
represent  an  extremely  achievement-oriented  population,  concerned 
with  basic  family  values. 

On  the  professional  side  you’ll  benefit,  too.  Here  is  how  Army 
Medicine  can  benefit  you: 

■ no  malpractice  insurance 

■ state-of-the-art  facilities  and  equipment 

■ unparalleled  training  programs 

■ 30  days  of  paid  annual  vacation 

If  you  want  to  talk  to  an  Army  physician  or  visit  an  Army  hospital 
or  medical  center,  our  experienced  Army  Medical  Counselors  can  assist 
you.  Call: 


800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
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President’s  Comments 


Richard  M.  Pearson,  MD 


Stand  Fast 

This  is  the  season  of  perpetual  hope.  For  the  vast  majority  of  us,  this  time  of  year  offers  an 
opportunity  for  reflection  and  for  renewed  hope  in  our  lives,  in  the  lives  of  those  we  love,  and 
for  humankind.  Our  traditions  and  beliefs  afford  us  a platform  from  which  we  can  transcend  the 
day-to-day  crises  and  look  at  some  eternal  issues.  These  traditions  were  born  out  of  epic  events 
in  which  nations  and  peoples,  oppressed  by  fear  and  power,  were  freed  by  hope  and  truth. 

Hope,  born  out  of  endurance  and  courage,  is  the  antithesis  of  fear.  Approximately  15  years 
ago  I remember  reading  about  new  concepts  of  health  care  delivery  and  a possible  oversupply 
of  physicians.  The  essence  of  the  story  was  that  this  future  would  be  a wonderful  situation  for 
both  patients  and  physicians.  Patients  would  have  easy,  timely,  and  unfettered  access  to  rested, 
caring  physicians.  Physicians  could  reduce  their  hours  along  with  their  workload,  function  more 
effectively,  still  be  adequately  compensated,  and  have  more  time  to  spend  with  their  families 
and  worthwhile  personal  pursuits. 

Nothing  could  have  been  further  from  the  truth— so  much  for  the  predictions  of  futurists. 
Now  patients  and  physicians  are  experiencing  just  the  opposite  situation.  Confused,  bewil- 
dered, fearful  patients  negotiate  mazes  of  “gates”  in  order  to  obtain  limited  and  specified  prod- 
ucts and  services,  but  very  little  satisfaction  or  reassurance.  Physicians  are  working  harder, 
under  enormous  stresses,  for  less  compensation  and  grudging  respect.  They  are  berated  by  the 
press,  maligned  by  special  interests,  pursued  by  the  plaintiffs  bar,  manipulated  by  business, 
investigated  and  intimidated  by  the  government,  and  on  occasion  are  unappreciated  by  suspi- 
cious, fearful  patients.  This  has  created  a climate  of  fear  in  a profession  of  caring.  Big  govern- 
ment, big  business,  and  the  religion  of  big  change  have  become  the  new  purveyors  of  fear  and 
of  an  old  theology:  might  makes  right. 

Physicians  are  currently  living  and  working  in  a climate  of  fear,  but  caring  and  fearing  are 
essentially  mutually  exclusive  phenomena.  In  our  current  vernacular  the  term  for  fearful  living 
is  “running  scared.”  Running  connotes  movement,  but  when  combined  with  fear  implies  that 
we  are  probably  moving  in  the  wrong  direction,  away  from  the  problem  and  not  toward  it. 
Unrestrained  emotion,  not  thought,  hope,  or  reason,  is  in  charge. 

William  Cullen  Bryant  captured  the  message  perfectly  with  these  words  “so  live  . . . that 
thou  go  not  like  the  quarry  slave  at  night,  scourged  to  his  dungeon,  but  (live)  sustained  and 
soothed  by  an  unfaltering  trust ” Physicians  are  not  motivated  by,  educated  for,  or  dedi- 

cated to  “running  scared.”  Nor  was  humankind  created  to  live  fearfully.  This  is  the  central 
message  of  this  special  season:  hope  casts  out  fear,  and  there  is  reason  to  hope.  Our  profession 
seeks  to  take  the  essence  of  human  experience  and  nurture  it,  protect  it,  and  elevate  it.  We  must 
not  allow  ourselves  to  be  scourged  to  the  dark  corners  of  fear,  but  by  example  we  must  sustain 
and  soothe  those  lives  we  touch. 

During  this  holiday  season  remember  your  traditions— spiritual,  personal,  and  professional. 
Endure.  Find  courage.  Stand  fast  with  hope  in  hard  places. 
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Editorials 


John  B.  Thomison,  MD 


Scouting  for  Zebras 

If  you  hear  hoofbeats,  it  is  more  likely  horses  than  zebras. 

— Familiar  medical  aphorism 

This  afternoon  as  I rode  home  toward  the  west  the  sky  above  and  ahead  of  me  was  nearly 
pitch  black,  except  for  an  exposed  strip  of  sky  just  above  the  horizon  that  was  aflame  from  the 
setting  sun.  All  the  world  underneath  seemed  a part  of  the  conflagration.  I rounded  a curve,  and 
it  was  gone.  It  did  not  return.  Only  once  before  have  I seen  its  like. 

Just  before  sunset  some  years  ago  I was  walking  along  the  nearly  deserted  esplanade  above 
the  beach  at  Nice,  France.  The  afternoon  had  been  rainy,  and  the  sky,  a deep  blue-black,  was 
beginning  to  take  on  a purplish  tinge  at  the  western  end  of  the  walkway,  where  a low  semicircle 
was  beginning  to  clear  just  above  the  horizon  and  extend  out  over  the  Mediterranean  to  the 
south.  As  the  late  afternoon  sun  reappeared  from  beneath  the  cloud  bank,  the  recently  cleared 
rim  of  sky  rapidly  filled  with  molten  gold.  It  hung  there,  gradually  widening,  for  nearly  half  an 
hour  as  the  sun  sank  and  disappeared,  darkening  sky,  earth,  and  sea  first  to  bronze  and  finally  to 
scarlet,  coloring  the  water  and  the  foam  of  the  breaking  low  waves  in  an  ever-changing  kaleido- 
scopic pattern  and  tinting  the  white  facades  of  the  hotels  along  the  beachfront.  It  was  like  noth- 
ing I had  ever  experienced  before,  or  since  either,  until  today. 

Sunsets  are  like  that.  Though  sunsets  are  always  more  or  less  colorful,  many,  maybe  even 
most,  of  them  fail  at  stimulating  the  senses  to  a sharp  edge  and  firing  the  imagination.  However 
that  may  be,  though  some  of  them  may  remind  you  of  others,  and  some  are  routine,  none  are 
ever  the  same.  Fortunately  for  our  patients,  disease  patterns  are  more  predictable.  Usually. 

Albert  Weinstein,  MD,  or  “Big  Al,”  as  we  called  him,  behind  his  back,  of  course,  because  he 
was,  was  a favorite  teacher  of  mine,  and  in  fact  of  most  of  the  students  in  the  clinical  years  at  the 
Vanderbilt  Medical  School.  For  one  thing,  although  looking  down  that  long  nose  of  his  with 
those  steely  blue  eyes  he  could  be  icy  cold  with  his  sharp,  cutting  wit  toward  an  unprepared 
student,  he  was,  in  fact,  a kind  man  who  was  genuinely  interested  in  healing  his  patients  and  in 
teaching  us  how  he  did  it  when  he  did  it,  as  well  as  why  he  couldn’t  when  he  didn't,  which  he 
was  careful  to  show  us  is  at  least  equally  important.  He  was  a superb  diagnostician,  who  al- 
though he  was  supremely  adept  at  the  use  of  the  technology  of  medical  science  in  arriving  at  his 
diagnoses,  always  began  with  and  emphasized  the  importance  of  a thorough  medical  history 
and  physical  examination  to  start  with.  His  performance  as  the  discussant  at  CPCs  was  legend- 
ary. Some  of  his  colleagues,  themselves  often  superb  diagnosticians  but  less  flamboyant,  and 
therefore  possibly  sometimes  out  of  jealousy,  were  heard  on  occasion  to  comment  that,  sure,  he 
pulled  that  one  out  of  his  hat,  but  then  he  was  always  looking  for  zebras.  In  any  case,  his 
menagerie  certainly  did  impress  us. 

Despite  what  the  various  ever-popular  and  spectacular  medical  series  on  the  tube  would, 
either  deliberately  or  not,  lead  the  unwary  to  believe,  the  practice  of  medicine,  like  every  other 
occupation,  is  on  the  whole  a rather  pedestrian  affair,  and  looking  for  zebras  is  a lot  more  fun 
than  simply  running  with  the  horses.  Thus  our  lionization  of  Big  Al.  It  was  not  that  we  thought 
him  necessarily  a better  doctor  than  others  of  our  teachers.  It  was  just  more  fun  when,  with  his 
usual  flair  for  the  spectacular,  he  “pulled  one  out.”  The  times  he  missed  were  easily  forgotten. 
But  when  the  zebra  failed  to  materialize,  the  differential  diagnosis  in  almost  every  case  con- 
tained the  proper  horse. 

There  is,  of  course,  a dark  side  to  that  force  as  well,  which  is  the  dreadful  frustration  and 
often  the  desperation  and  despair  of  watching  the  patient  who  lias  been  the  author  of  that  excite  - 
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merit  go  inexorably  downhill  to  death,  as  so  frequently  those  zebras  defy  medical  wisdom, 
unlike  the  much  larger  numbers  of  the  more  predictable  and  tractable  horses.  This  has  been 
impressed  upon  me  recently  as  I watch  a friend  sliding  down  the  slippery  slope  with  a disease 
that  has  defied  classification  and  eluded  all  therapeutic  attempts.  The  field  of  pathology  affords 
the  excitement  of  uncovering  the  occasional  zebra  among  the  horses  without,  at  least  in  most 
cases,  causing  the  pathologist  to  suffer  the  agonies  of  defeat  that  unsettle  the  clinician,  though 
at  the  same  time  having  to  forego  the  thrill  of  victory.  It  is  not  that  the  pathologist  is  totally 
unaffected,  but  only  that  the  involvement  is  vicarious. 

Patients  are  much  like  sunsets,  only  different.  Many,  maybe  even  most,  of  them  fail  at  stimu- 
lating the  senses  to  a sharp  edge  and  firing  the  imagination.  Most  of  them  remind  you  of  others, 
which  is  how  we  make  our  diagnoses.  Some  are  routine,  but  few  if  any  are  ever  exactly  the 
same.  Fortunately  for  our  patients,  because  there  are  a limited  number  of  ways  in  which  tissues 
can  react  to  trauma,  disease  patterns  are  more  predictable.  Usually. 

So,  if  you  hear  hoofbeats,  they  are  nearly  always  from  horses  and  not  zebras.  Unless  you  are 
in  Africa. 


For  Each  New  Sunrise  . . . 

A digital  clock  shows  nine  AM  in  a brightly  lit,  luxuriously  appointed  bedroom.  The  occu- 
pant, suddenly  wide-eyed,  pops  from  the  bed  and  bounds  over  to  his  computer,  rapidly  pressing 
the  button  labeled  “Sunrise.” 

Nothing.  Zip. 

Insertion  of  the  computer’s  plug  into  a receptacle  in  a large,  red  machine  elicits  a sigh  of 
relief  as  the  sun  peeps  over  the  rim  of  the  hill,  and,  Voila,  the  world  is  bathed  in  sunlight.  “Aren’t 
you  glad,”  breathes  the  white-robed,  snowy-haired  elderly  gentleman  who  threw  the  switch, 
“that  the  Honda  charger  never  sleeps?”  Or  something  like  that. 

George  Bernard  Shaw,  at  least  an  agnostic,  and  more  likely  an  atheist,  observed  that  the 
noblest  work  of  man  is  an  honest  god.  Certainly  the  world’s  religious  writings  and  iconography 
indicate  man  has  consistently  created  his  gods  in  his  own  image,  and  because  man  has  seen 
himself  to  be  a complex  creature,  he  has  more  often  than  not  found  it  necessary  to  have  not  one 
but  multiple  gods  to  encompass  all  of  the  frequently  conflicting  inconsistencies  he  sees  within 
his  own  character,  and  which  he  must  therefore  ascribe  to  his  god,  or  gods.  The  ancient  gods  are 
shown  as  either  ogres,  dragons,  or  supermen,  with  outsized  human  appetites  and  vices,  who 
have  habitually  used  the  earth’s  inhabitants  as  playthings.  Various  deities  have  shown  some 
sense  of  obligation  toward  various  members  or  segments  of  humanity,  but  tended  more  toward 
using  them,  often  against  one  another,  to  further  their  own  ends  and  ambitions. 

On  the  other  hand,  such  an  effete  creature  as  the  one  attempting  to  initiate  the  sunrise  de- 
scribed above  would  have  been  lost  on  those  ancients.  Yet  that  is  how  God  is  often  portrayed 
these  days:  as  a rather  tired,  sometimes  a little  confused  oldster  seemingly  on  the  verge  of,  if  not 
actually  in,  the  early  stages  of  Alzheimer’s  disease,  and  far,  far  from  the  omniscient,  omnipo- 
tent, and  omnipresent  Creator  and  Sustainer  of  the  universe  depicted  in  Holy  Scripture.  Honda, 
indeed! 

Albert  Einstein,  arguably  the  world  s all-time  greatest  intellect,  or  at  least  in  modern  times, 
was  convinced  of  the  absolute  predictability  of  the  universe,  and  based  his  Nobel  prizewinning 
General  Theory  of  Relativity  on  it.  He  spent  his  last  years  trying  to  reconcile  that  with  Max 
Planck  s work  with  the  Quantum  Theory,  which  also  won  Planck  the  1918  Nobel  prize  for 
physics,  in  which  he  showed  that  the  laws  of  mechanics  are  sometimes  either  inoperative  or 
markedly  altered  where  very  small  bodies  are  concerned.  In  short,  though  the  universe  is  gener- 
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ally  orderly,  that  order  is  subject  to  lapses.  Neither  is  it  predictable.  In  recent  years  a whole  new 
science  of  Chaos  has  grown  up  from  this  discovery,  formalizing,  though  not  necessarily  solv- 
ing, the  riddles  that  have  plagued  statistical  analysis,  such  as  why,  for  instance,  will  heads  and 
tails  not  only  not  come  up  with  an  equal  frequency,  but  the  discrepancy  will  continue  to  widen 
as  the  number  of  flips  increases. 

Such  lapses  were  very  frustrating  to  Einstein,  who  was  convinced  that  God  had  created  a 
perfect  universe  that  could  never  deviate  from  its  assigned  pathways.  God  does  not,  he  said, 
play  dice  with  his  creation. 

Now  God  certainly  does  not  need  either  Einstein  or  me  to  defend  Him,  but  I do  wonder 
sometimes  what  God  must  think  about  the  things  his  creatures  do  to,  by,  in,  for,  and  with  His 
name.  There  are  of  course  those  who  believe  He  doesn’t  even  notice,  or  at  least  pay  any  atten- 
tion to,  anything  that  goes  on  “down  here,”  even  though  Holy  Scripture  tells  us  He  does.  It  tells 
us,  for  instance,  that  God  will  not  hold  him  guiltless  who  takes  His  name  in  vain.  For  Him  to  do 
that,  He  would  have  to  notice.  My  own  opinion,  which  does  not  count  for  much,  and  which  you 
can  take  or  leave,  is  that  if  He  thought  anything  at  all  about  the  commercial  cited  above,  which 
I sort  of  doubt,  any  more  than  He  would  the  brushing  away  of  a stray  gnat,  it  would  likely  do  no 
more  than  elicit  a chuckle.  It  is  a tenet  of  the  Church  that  work  is  prayer — not  exclusively,  of 
course — suggesting  that  what  God  is  really  interested  in  is  what  we  do  to  and  for  His  creation, 
by  which  we  either  honor  or  degrade  His  name,  and  not  in  our  sometimes  lame  attempts  at 
humor  at  His  expense.  God  could  not  be  a humorless  being,  else  he  would  not  for  so  long  a time 
have  put  up  with  his  wayward  creatures,  with  our  attempts  to  explain  His  ways.  Scripture  makes 
it  plain  that  our  thoughts  are  not  His  thoughts,  neither  are  our  ways  His  ways. 

Else  we  would  never  have  had  Christmas.  Unconditional  iove  is  a foreign  concept  except  as 
it  is  shown  us  through  God  in  Christ.  Christmas  is  about  Jesus  joining  His  creatures  and  suffer- 
ing with  us  in  our  often  pitiful  attempts  to  come  to  grips  with  a marvelously  beautiful  but  often 
vastly  unfriendly  universe  that  is  seldom  improved  much  by  our  own  tampering  with  it.  Far 
from  being  an  intervention  of  Honda,  each  new  sunrise  is  God’s  promise  of  yet  another  day.  It 
is  why  one  of  the  forerunners  of  Christmas,  the  Winter  Solstice,  was  celebrated  by  the  ancients: 
the  sun  would  not  leave  them  in  the  cold,  but  was  returning  again  for  another  year. 

Christmas  is  the  day  of  Emmanuel:  God  with  us. 


1996  TMA  Membership  Roster 

1996  has  been  a year  of  change  for  TMA  and  its  publications.  In  keeping 
with  that  trend  and  breaking  from  tradition,  Tennessee  Medicine  has  changed 
the  manner  in  which  the  year-end  TMA  membership  roster  is  printed  and 
distributed. 

For  those  of  you  who  have  relied  on  the  December  issue  of  the  Journal  in 
years  past  to  provide  you  with  a complete  listing  of  members  for  the  year, 
don’t  fear . . . simply  contact  the  Tennessee  Medicine  staff  at  1 -800-659-1  TMA 
for  a copy  of  the  1996  TMA  Membership  Roster.  TMA  Component  Medical 
Society  secretaries  will  receive  a roster  for  official  records,  and  the  official 
roster  will  be  bound  with  the  year’s  volume  of  Tennessee  Medicine  at  the 
TMA  Headquarters  for  posterity. 
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Practicing  Medicine 


HMO  Preparedness 

Know  Your  Practice  Inside  & Out 

Irish  Bahan 


Twelve  percent  of  the 
state’s  population  is  covered 
by  HMOs  and  another  third 
by  PPOs.  By  the  end  of  the 
year,  these  numbers  will 
grow  16%  because  TennCare 
enrollees  will  be  under 
HMOs.  With  all  this  activity, 
the  industry  is  experiencing 
birth  trauma  not  unlike  that  of  any  other  new  enterprise.  As  it 
matures,  just  like  any  other  industry  it  will  ultimately  be 
shaped  by  the  people — in  this  case,  patients,  legislators,  and 
employers. 

Perhaps  you’ve  already  experienced  the  earliest  growing 
pains — your  own  lack  of  baseline  information  to  use  in  negotia- 
tions as  you  begin  contracting,  the  endless  bureaucratic  snafus, 
your  feelings  of  helplessness  as  HMOs  seem  to  be  able  to 
move  with  no  impunity  in  any  chosen  direction  du  jour. 

The  Power  of  Physicians 

In  the  face  of  these  constraints  and  others,  physicians  must 
reevaluate  their  own  power,  according  to  Carol  O’Brien,  se- 
nior attorney  at  the  AMA.  “Physicians  should  remember  that 
their  power  rests  in  the  fact  that  they  ultimately  advise  pa- 
tients,” she  says.  Many  times 
physicians  don’t  realize  how 
much  their  patients  value 
their  judgment  and  the  infor- 
mation they  provide  on  refer- 
rals, treatments,  and  self  care.” 
As  plans  try  to  measure 
patient  outcomes  and  patient 
satisfaction,  those  measure- 
ments are  a direct  reflection  of 
the  judgment  and  information 
provided  by  physicians,  she 
continues.  It’s  a cycle:  a good 
physician/patient  relation- 
O’Brien  ship  is  more  likely  to  result 


Irish  Bahan  is  a communications  consultant  who  specializes  in 
marketing  and  writing  about  health  care. 


in  a good  outcome,  which  is 
communicated  to  an  employer 
and  then  to  the  HMO. 

“Ask  for  help,”  O’Brien 
advises.  “As  an  example,  pa- 
tients perceive  that  their  care 
is  better  when  they  receive 
patient  education.  HMOs 
originally  claimed  to  promote 
wellness  by  managing  care.  Physicians  should  feel  empow- 
ered to  ask  plans  for  patient  education  materials  to  help  pro- 
mote wellness.” 

An  example  of  a California  plan’s  proactive  move  to  serve 
patients  was  the  establishment  of  a 24-hour  nurse  hotline  to 
reduce  emergency  room  visits.  ER  usage  was  reduced  by  35% 
and  patients  were  extremely  satisfied. 

The  Power  of  Data 

Hard  data  is  empowering.  Developing  your  own  baseline 
information  conveys  to  a plan  that  you  are  aware  of  utilization 
concerns,  that  you  are  interested  in  cost-efficient  practice,  that 
you  are  willing  to  compare  your  standard  data  to  the  norms 
of  the  community.  It  shows  a plan  that  you’re  willing  to  be- 
come a team  player.  O’Brien  also  recommends  asking  local 
employer  groups  for  their  claims  data  as  an  added  source  of 
information,  and  information-filled  newsletters  such  as  Ten- 
nessee Managed  Care  and  TennCare  News  are  available. 

Day-to-day  administration  of  a plan,  with  the  necessity  of 
quick  and  accurate  information  retrieval,  is  easier  with  good 
information  systems.  The  last  thing  an  HMO  utilization  re- 
view person  on  the  phone  wants  to  hear  from  a provider’s 
office  staff  is  that  certain  information  is  unavailable. 

Pete  Payne,  chief  administrative  officer  of  The  Sutherland 
Clinic,  Inc.,  a Memphis  cardiology  group,  was  prepared  with 
data  when  the  clinic  began  negotiating  a capitation  rate  with 
a plan  in  1994.  “They  had  good  information  on  age,  sex,  and 
medical  history  and  were  open  with  it,”  he  says.  “As  we  looked 
at  the  45,000  patients  they  represented,  we  had  enough  in- 
formation to  come  up  with  a rate  we  could  live  with.  Of  course, 
that  was  just  the  beginning  of  the  negotiation,  but  good  data 
on  both  sides  made  it  easier.” 

Payne  cautions  providers  about  negotiating  risk  contracts 


“ Physicians  should  remember  their 
power  rests  in  the  fact  that  they 
ultimately  advise  patients” 

Carol  O’Brien 

AMA  Director  of  Managed  Care 
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with  HMOs  that  simply  do 
not  have  good  data  for  analy- 
sis, and  also  with  HMOs  rep- 
resenting fewer  than  20,000 
lives,  because  there  simply 
might  not  be  enough  people 
to  spread  the  risk. 

The  practice  in  Memphis 
also  uses  their  data  to  look  at 
referral  patterns  and  target 
their  marketing  to  primary 
care  physicians.  To  build  and 
maintain  referral  relation- 
ships, the  practice  developed 
protocols  specifying  appropriate  referrals. 

Payne,  who  is  the  former  president  of  the  Tennessee  Medi- 
cal Group  Management  Association,  also  is  concerned  with 
HMOs’  communication  with  their  subscribers.  He  would  like 
greater  emphasis  on  the  basics,  such  as  the  necessity  of  refer- 
rals from  PCPs  bringing  their  subscriber  card  with  them,  and 
patients’  responsibility  for  fees. 

The  maturing  process  of  HMOs  will  be  driven  by  regulation 
from  both  the  state  and  federal  levels  as  well  as  by  market  forces. 
O’Brien  reports  that  legislative  bodies  across  the  nation  are 
beginning  to  look  at  issues  of  HMO  disclosure,  financial  incen- 
tives, exclusions,  even  treatments  considered  experimental. 

Our  free  market  society  will  shape  and  mold  this  chaotic 
and  imperfect  partnership  even  though  the  fiduciary  goals 
are  different:  physicians  must  conform  to  the  Hippocratic  Oath 
and  the  ethics  of  their  medical  society,  while  the  duty  of  for- 


profit  HMOs  is  to  assure  cost-effectiveness  and  quality  of 
care  and  maximize  profits  to  shareholders.  Those  physicians 
who  empower  themselves,  understand  the  opposing  pressures, 
and  then  work  together  will  ultimately  be  ahead. □ 


For  More  Help  on  Managed  Care... 

For  more  help  and  information  about  Tennessee’s 
managed  care  market,  contact  Phyllis  Franklin,  TMA’s 
Manager  of  Third  Party  Reimbursement  Services,  at 
1 -800-659-1 TMA. 

The  TMA  offers  its  members  a wide  range  of  ser- 
vices on  managed  care  and  insurance. 

Services  include: 

• Contract  review  services 

• MCO  fact  sheets 

• Seminars 

• Personal  office  consultation 

Harkey  & Associates,  Inc.,  of  Nashville,  is  a managed 
care  research  and  tracking  company.  John  Harkey  cur- 
rently assists  the  TMA  in  its  market  tracking  efforts 
and  publishes  Tennessee  Managed  Care,  a quarterly 
publication  outlining  Tennessee’s  managed  care  in- 
dustry, and  TennCare  News,  a monthly  publication 
covering  TennCare  developments.  Harkey  & Associ- 
ates can  be  reached  at  615-385-4131 , PO  Box  1 59025, 
Nashville,  TN  37215. 


Payne 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Did  Socioeconomic  Factors 
Influence  Clinical  Decisions? 

J.  Kelley  Avery,  MD 


Case  Report 

This  man  in  his  mid-20s 
who  gave  a history  of  living 
with  a male  companion  was 
diagnosed  as  having  had  an 
embryonal  cell  testicular  car- 
cinoma which  was  removed 
in  another  city  10  months 
earlier.  Following  the  opera- 
tion, the  patient  received  ra- 
diation and  chemotherapy.  A 
complete  survey  for  metasta- 
ses  showed  only  some  small 
periaortic  nodes,  which  were 
unchanged  from  their  preop- 
erative appearance  and  size. 
He  had  been  advised  to  fol- 
low up  with  a cancer  special- 
ist in  the  city  to  which  he 
planned  to  move  within  six 
months,  but  had  delayed  this 
visit  by  about  four  months. 

He  presented  himself  to 
his  new  physician  with  a his- 
tory of  hemoptysis.  He  was 
found  to  have  extensive  pul- 
monary metastases  and  a 
mass  in  the  right  upper  quad- 
rant of  the  abdomen  displac- 
ing the  ureter  to  the  right.  The 
patient’s  father  promised  to 
pay  his  son’s  bill  but  “carried 
on”  about  the  young  man’s  lifestyle.  Six  months  of  aggres- 
sive chemotherapy  was  planned  and  begun.  There  was  grati- 
fying response  to  the  first  course  of  chemotherapy.  The  mark- 
ers were  improved  and  the  plan  was  to  continue  with  the 
therapy. 

After  the  second  course  of  chemotherapy,  there  was  a note 
in  the  patient’s  office  record  that  “nobody  has  even  made  an 
attempt  to  pay  some  of  the  bills,”  and  that  the  patient  volun- 


teered the  father  “may  have  lied  to  me.”  Treatments  contin- 
ued as  planned  for  two  more  courses,  after  which  there  was 
remarkable  clearing  of  the  chest  lesions  and  the  periaortic 
nodes  had  decreased  by  50%  in  size. 

Just  before  the  fourth  of  six  planned  treatments,  the  record 
states,  “Asked  about  his  bill”  and  “please  try.”  The  family 
was  found  to  be  very  dysfunctional  due  to  alcohol  abuse. 
The  physician  had  written  several  letters  to  various  agencies 
on  behalf  of  his  patient,  but  on  this  occasion,  when  asked  to 
write  more  letters,  the  physician  refused  because  “no  effort 
has  been  made  to  reduce  the  rising  balance.”  “The  father’s 
promises  were  never  fulfilled.  Cost  of  our  laboratory  work, 
labor,  and  drugs  has  thrown  us  into  a negative  flow.”  The 
chemotherapy  was  repeated  for  the  fourth  time.  The  physi- 
cian wrote  to  a state  agency,  “Due  to  a dramatic  response  to 
chemotherapy,  I have  suspended  treatments.  Current  prog- 
nosis— he  has  entered  into  what  we  believe  to  be  a prolonged 
remission.” 

A month  later  the  patient  noticed  a mass  in  his  right  abdo- 
men, which  was  confirmed  by  his  doctor.  The  record  indi- 
cated that  the  patient  “wants  to  watch  it.”  The  plan  stated  in 
the  record  was  to  “recheck  the  mass  and  consider  radiation 
or  chemotherapy.”  Two  weeks  later  the  mass  was  essentially 
“unchanged,  possibly  smaller,”  and  two  weeks  after  that  the 
physician  recorded,  “I  think  this  needs  definitive  treatment. 
Discussed  therapy.  The  patient  states  that  the  parents  are  des- 
titute financially  and  emotionally.  He  doesn’t  want  chemo.” 

Three  months  later,  because  the  mass  was  found  to  be  caus- 
ing some  obstruction  to  the  right  kidney,  surgical  removal 
was  carried  out.  At  this  time  the  tumor  marker,  AFP,  was  mark- 
edly elevated.  Another  course  of  more  aggressive  chemo- 
therapy was  begun  and  continued  for  four  cycles,  but  the  mark- 
er continued  to  rise  and  further  pulmonary  lesions  appeared. 

The  patient  was  then  seen  at  another  center  and  thoroughly 
evaluated.  The  consultant  commented  that  there  was  an  “un- 
fortunate delay”  between  his  examination  where  he  was  ini- 
tially treated  and  the  institution  of  chemotherapy,  which  he 
described  as  “at  lower  doses  and  longer  intervals  than  we 
would  believe  to  be  optimal.”  He  referred  the  patient  to  yet 
another  center  for  possible  bone  marrow  transplant.  This 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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evaluation  was  underway  when  the  patient  filed  a lawsuit 
against  his  physicians. 

He  was  not  considered  to  be  a suitable  candidate  for  the 
1 transplant,  and  died  four  months  later,  about  two  and  one-half 
years  after  his  initial  surgery.  Almost  five  years  of  litigation 
continued  with  the  discovery  of  many  “experts”  on  both  sides 
of  the  matter.  A long  trial  followed,  resulting  in  a large  award. 

Loss  Prevention  Comments 

Experts  differ  on  the  details  of  a case  like  this.  Many  con- 
sidered the  treatment  given  by  the  involved  physicians  to  have 
been  adequate.  Others,  however,  thought  that  the  delay  in 
follow-up  from  the  time  of  the  first  surgery,  the  choice  of 
treatment  protocol,  and  the  delay  between  the  discovery  of 
the  abdominal  mass  and  its  removal  was  below  an  accept- 
able standard  of  care. 

The  comments  in  the  record  relative  to  lifestyle,  while 
truthful,  may  have  been  unnecessary.  The  recorded  discus- 
sions of  payment  of  bills  and  family  matters  should  never 
have  appeared  in  the  clinical  record.  In  this  situation,  although 
unfounded,  it  is  easy  for  the  jury  and  the  lay  public  to  con- 
clude that  factors  other  than  the  disease  process  entered  into 


the  decisions  regarding  treatment.  The  jury  award  against  the 
physician  was  very  large,  but  the  jury  also  found  that  the 
patient  himself  bore  some  of  the  responsibility  for  the  delay 
in  the  initial  follow-up  after  his  move.  Under  the  doctrine  of 
comparative  negligence,  the  award  against  the  defendant 
physician  was  mitigated  by  the  percent  of  negligence  ascribed 
to  the  plaintiff  patient. □ 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 
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When  your  waiting  room  ioaks  tike  this, 
you  respond  to  a different  kind  of  eaii. 

Tiie  kind  that  mates  your  heartbeat 
quieten.  And  tets  you  stand  proud.  The 
eaii  of  duty. 

You  can  answer  America's  need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  are,  you’!!  find  time  to  participate.  Mo 
matter  how  ft#  your  iife  is,  you’Si  find  the 
adventure  amazing. 

Return  the  cai!  to  serve  your  country,  by 
calling  the  Reserve  office  nearest  you 
today.  We  lt  be  waiting. 

25-601-0011 


Cali  today! 

Sacramento,  Cairf.  1-800-253^189 
Atlanta.  Ga.  1-800-624-5293 
Austin.  Texas  t-800833-4388 
Youngstown,  Ohio  1-800-246-8098 
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AM  A Fights  for  Physician  Antitrust  Relief 


Department  of  Justice  and  FTC 
Redefine  Antitrust  Rules 


Tim  Sewell 


Revised  antitrust  guidelines  released  on  August  28  by  the 
Federal  Trade  Commission  (FTC)  and  the  U.S.  Department 
of  Justice  (DOJ)  have  opened  the  door  to  more  opportunities 
for  physicians  who  want  to  enter  into  joint  ventures. 

The  revised  antitrust  guidelines  address  a number  of  is- 
sues. Basically,  they  reduce  the  amount  of  financial  risk  that 
must  be  assumed  by  physicians  entering  joint  ventures,  and 
they  remove  restrictions  based  on  the  size  of  the  physician 
network.  The  new  guidelines  also  have  broadened  the  defini- 
tion of  substantial  risk  to  include  a number  of  options  not 
previously  available  to  physicians. 

The  revised  guidelines  are  the  result  of  an  intensive  three- 
year  campaign  by  the  American  Medical  Association  aimed 
at  removing  barriers  to  physician  joint  venture  networks. 
AM  A president  Daniel  H.  Johnson  Jr.,  MD,  says  the  revised 
guidelines  should  result  in  more  choice  for  patients,  more  com- 
petition among  providers,  and  better  health  care  in  general. 

“Our  persistence  has  paid  off,”  Johnson  says.  “There  is 
more  to  be  done,  but  the  agencies  have  done  three  things  we 
asked  for.” 

First,  Johnson  says,  federal  officials  have  acknowl- 
edged the  fundamental  changes  that  have  taken  place  in  the 

health  care  marketplace — 
in  particular,  the  power  of 
insurance  companies  and 
employers.  They  also  have 
recognized  the  benefits  to 
patients  of  ventures  de- 
signed and  controlled  by 
physicians. 

Secondly,  officials  have 
agreed  not  to  hold  physician 
joint  ventures  “per  se”  un- 
lawful simply  because  they 
do  not  reimburse  physicians 
under  a capitation  mecha- 


Mr.  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


What  Caused  Recent  Changes? 

• Changes  in  the  health  care  market- 
place that  have  empowered  insur- 
ance companies  and  employers. 

• Acknowledgment  that  patients  may 
be  served  as  well  or  better  through 
physician-operated  plans. 

What  Does  this  Mean  for  Physicians? 

• Physicians  will  be  able  to  develop, 
own,  and  operate  health  care  insur- 
ance products  and  delivery  systems 
to  provide  savings  to  employer/pay- 
ers, with  a reduced  threat  of  legal 
repercussions,  and  offer  beneficial 
competition  and  increased  options 
to  the  marketplace. 


nism,  whereby  physicians  were  rewarded  for  providing  fewer 
services. 

“Pee- foi -service  ventures  and  other  kinds  of  arrangements 
will  now  be  given  an  opportunity  to  demonstrate  their  merits 
under  a ‘rule  of  reason’  test,  if  they  are  otherwise  true  joint 
ventures,”  Johnson  says. 

Third,  the  agencies  will  now  permit  physician  joint  ven- 
tures of  the  size  necessary  to  be  competitive. 

“Patients  want  choice  of  physicians  and  plans,”  Johnson 
says.  “The  agencies  will  not  block  plans  with  50%  of  physi- 
cians in  competitive  marketplaces.  Insurance  companies  have 
never  had  to  limit  the  size  of  their  plans.  The  narrow  ‘safety 
zone’  formulas  are  not  to  be  taken  in  any  way  as  maximum 
tests.” 


Johnson 
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Johnson  says  it  should  be 
noted  that  the  new  antitrust 
guidelines  represent  a victory 
for  the  AMA  over  some  com- 
peting interests. 

“The  new  antitrust  guide- 
lines represent  a defeat  of  an 
intense  insurance  industry 
campaign  to  block  changes  in 
policy,”  Johnson  says.  “Phy- 
sician networks  now  have  a 
great  chance  to  compete  ef- 
fectively with  commercial  companies,  and  expand  the  range 
of  choices  available  to  our  patients.” 

The  three-year  campaign  by  the  AMA  to  revise  the  an- 
titrust guidelines  also  resulted  in  the  introduction  of  the 
“Hyde  Bill”  (HR  2925),  sponsored  by  Rep.  Henry  Hyde 
(R-Ill),  chairman  of  the  House  Judiciary  Committee,  with 
153  bipartisan  cosponsors.  The  bill  would  require  a “rule  of 
reason”  approach  to  physician  networks. 

“While  (the  Aug.  28)  action  represents  a milepost,  we  still 
have  a way  to  go  before  we  reach  a level  playing  field,” 
Johnson  says.  “The  health  care  market  is  undergoing  rapid 
changes.  Antitrust  and  other  regulatory  policies  will  require 
even  deeper  adjustments.  We  will  continue  to  work  with  Mr. 
Hyde  and  other  congressional  supporters  on  reasonable  anti- 
trust policy.” 

Tennessee  Sen.  Bill  Frist  (a  Nashville  surgeon)  played  a 
major  role  in  convincing  the  FTC  and  the  DOJ  to  develop  the 
more  flexible  antitrust  guidelines.  Mark  Tipps,  Frist’s  chief 
of  staff,  says  the  senator  first  met  with  FTC  chairman  Robert 
Pitofsky  several  months  before  the  revised  guidelines  were 
issued. 

“At  that  first  meeting.  Sen.  Frist  gave  his  perspective  as  a 
physician  and  he  urged  them  to  remove  some  of  the  barriers 
so  that  we  could  open  up  more  competition,”  Tipps  says. 

Sen.  Frist  met  again  with  Pitofsky  approximately  three 
weeks  before  the  guidelines  were  released  in  August. 

“At  the  second  meeting,  FTC  officials  gave  us  a quick 
overview  of  what  the  new  guidelines  were  going  to  sound 
like,”  Tipps  says.  “Sen.  Frist  said  that  they  sounded  positive 
and  that  he  was  anxious  to  see  how  they  would  come  out.” 

“We  have  not  yet  had  a chance  to  study  these  new  guide- 
lines in  depth,”  Tipps  adds.  “Now,  we’re  in  an  information- 
gathering  mode  and  we’ll  just  have  to  see  how  everyone  re- 
acts to  them.  But  it  would  appear  that  they  are  certainly  an 
improvement  over  the  old  guidelines.” 

As  Tipps  points  out,  the  old  guidelines  limited  physician 
networks  to  those  where  the  physicians  assumed  substan- 
tial financial  risk,  and  they  placed  limitations  on  joint  ven- 
tures based  on  the  size  of  the  physician  networks.  The  re- 
vised guidelines  also  expand  the  range  of  options  available 


to  physicians. 

“Overall,  this  seems  to  fit 
the  needs  of  the  market  much 
better  than  the  previous  guide- 
lines,” Tipps  says.  “However, 
the  guidelines  are  long  and 
they’re  complex,  and  it  will 
take  some  time  for  the  at- 
torneys and  the  marketplace 
to  sort  them  out  and  see  how 
well  they  work.  But  we’re 
cautiously  optimistic.” 

The  revised  antitrust  guidelines  also  have  the  blessings  of 
Sen.  Fred  Thompson.  In  a prepared  statement,  Thompson 
said  that  he  agrees  with  physicians  that  current  antitrust  laws 
need  reform  in  order  to  allow  doctors  to  form  networks  and 
to  compete  for  patients  with  HMOs  and  other  managed  care 
organizations. 

“I  voted  to  provide  antitrust  relief  for  provider-sponsored 
networks  during  the  Medicare  reform  debate  last  year,  and  I 
support  antitrust  legislation  similar  to  that  sponsored  by  Rep. 
Henry  Hyde  in  the  House,”  Thompson  says  in  the  statement. 
“I  hope  that  the  new  regulations  issued  by  the  FTC  and  the 
DOJ  accomplish  these  goals.  If  they  don’t,  Congress  may 
have  to  reexamine  this  issue  next  year.” 

Marc  E.  Overlock,  senior  vice-president  and  general  coun- 
sel for  the  Tennessee  Medical  Association,  says  he  believes  a 
number  of  Tennessee  physicians  will  be  interested  in  pursu- 
ing joint  ventures  under  the  new  guidelines. 

“I  know  there  are  a lot  of  physicians  who  have  been  inter- 
ested in  pursuing  joint  ventures,”  Overlock  says.  “Until  now, 
they’ve  been  worried  about  investing  in  facilities.  I think  once 
the  word  gets  out  that  these  safe  harbors  are  available  and 
much  expanded  since  last  time,  then  physicians  will  think 
it’s  time  to  become  more  competitive  in  the  market — instead 
of  just  caring  for  patients  and  signing  all  the  managed  care 
contracts  they  can.” 

Overlock  explains  that  traditionally  the  Office  of  Inspec- 
tor General  of  the  U.S.  Department  of  Health  and  Human 
Services  has  taken  a dim  view  of  physicians  trying  to  invest 
in  the  market. 

“They’ve  been  worried  that  that  would  lead  to  doctors  mak- 
ing more  money  off  of  health  care  than  they  should,”  Overlock 
says.  “Amidst  that  background,  they  came  up  with  these  safe 
harbors  with  the  idea  that  there  are  types  of  physician  invest- 
ments that  can  benefit  the  community,  and  that  without  them 
we  would  not  have  a very  competitive  health  care  market. 
We  would  just  have  insurance  companies  and  large  corpora- 
tions trying  to  run  the  whole  show.” 

According  to  Overlock,  these  safe  harbors  promote  phy- 
sician efforts  to  coordinate  in  the  market  to  provide  services. 

“These  safe  harbors  say  that  as  long  as  you’re  bearing 


“Physician  networks  now  have  a great 
chance  to  compete  effectively  with 
commercial  companies,  and  expand 
the  range  of  choices  available  to 
our  patients.” 

Daniel  H.  Johnson  Jr.,  MD 
AMA  President 
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names.  We  just  wanted  examples.  We  forwarded  those  to  the 
AMA.” 

With  the  revised  guidelines,  Overlook  says  physicians  have 
a much  wider  range  of  business  and  investment  opportuni- 
ties. The  future,  he  says,  belongs  to  those  groups  that  are 
willing  and  able  to  use  their  health  care  expertise  to  develop 
products  providing  substantial  savings  to  employers. 

“The  FTC  and  the  DOJ  are  looking  for  physicians  who, 
given  their  unique  market  perspective,  will  be  able  to  pro- 
vide increased  efficiencies  to  benefit  the  public,”  Overlock 
says.  “They  will  take  the  middle  man  out  of  the  picture  and 
cut  administrative  costs  that  are  absorbing  a lot  of  the  health 
care  dollars.  They  will  be  able  to  provide  care  without  a lot 
of  oversight.  But  they  must  be  efficient,  because  the  effi- 
cient groups  are  going  to  be  the  ones  to  survive.  I think  Ten- 
nessee physicians  will  step  up  to  the  plate  to  meet  that 
challenge.”Q 


HealthLine®  Management,  Inc. 

HMI  — a Saint  Louis  University  healthcare  company  — is  the  nation's 
premier  Comprehensive  Management  Services  Organization  (CMSO). 
Established  in  1985,  HMI  provides  specialized  physician,  hospital,  and 
provider  management  services,  including: 
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•Credential  verification  services  •Practice  assessments 
•Practice  management  •Strategic  planning  •Business  planning 
•Research  and  marketing  services  •Billing  management 
•Information  systems  consulting 

For  more  information, 
call  toll-free  1.800.443.3901 
or  visit  us  on  the  Internet  at 

http://www.hmistl.com 


Creative 
solutions  for 
providers  and 

Ml  communities 
for  more  than 
| a decade 

3115  S.  Grand  Blvd. 

St.  Louis,  MO  63113 
314.776.3900 


some  amount  of  risk,  then  you  as  independent  competitors 
can  band  together  and  form  managed  care  products,”  Overlook 
says.  “What  these  policies  look  for  are  benefits  to  the  com- 
munity and  assurances  that  there  is  some  type  of  risk  that 
physicians  bear  as  they  come  together.” 

Overlock  says  he  is  encouraged  that  the  revised  guide- 
lines came  about  as  a result  of  the  efforts  of  the  AMA  to 
work  with  the  FTC  and  the  DOJ  to  modify  the  original  safe 
harbors,  which  he  describes  as  too  restrictive.  According  to 
Overlock,  the  AMA’s  attorneys  contacted  each  of  the  medi- 
cal societies  in  the  nation  earlier  this  year  asking  for  letters 
and  communications  from  physicians  who  wanted  to  set  up 
networks,  but  had  shied  away  from  doing  so  because  they 
feared  that  they  would  violate  the  antitrust  laws. 

“We  had  several  letters  from  physicians  around  the  state 
who  wanted  to  initiate  doctor-generated  ventures,  but  they 
were  afraid  to  do  so,”  Overlock  says.  “We  didn’t  ask  for 
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Recognizing  Weber-Christian  Disease 

Ghazali  A.  Khan,  MD;  Frances  I.  Lewis,  MD 


Introduction 

Weber-Christian  Disease 
(WCD)  is  a panniculitis  of  un- 
known etiology  with  two  rec- 
ognized forms.  In  localized 
types,  the  fever  is  accompa- 
nied by  tender  skin  lesions 
and  confined  to  the  subcuta- 
neous tissue.  Systemic  WCD 
implies  a widespread  pro- 
cess. Besides  subcutaneous 
adipose  tissue,  the  inflam- 
mation involves  intravisceral 
fat,  and  presents  constitu- 
tional symptoms  and  a con- 
stellation of  clinical  find- 
ings.1 The  pathogenesis  of 
these  lesions  is  not  under- 
stood. The  definitive  diag- 
nosis is  based  on  histologic 
findings  showing  varying  de- 
grees of  inflammation  in  the  fat  lobules  and  septa,  as  well  as 
the  presence  of  mononuclear  cells  and  foam  cells.  Giant  cell 
granulomas  and  fibroblasts  are  seen  in  severe  cases.  Vasculitis 
may  be  documented,  which  further  separates  panniculitis  into 
other  major  groups.  No  uniformly  effective  therapy  is  rec- 
ognized. The  use  of  systemic  steroids  and  nonsteroidal  anti- 
inflammatory drugs  during  the  acute  stage  of  exacerbation 
is  beneficial.  A clinical  course  characterized  by  remissions 
and  exacerbations  of  cutaneous  lesions  is  frequent.  The  prog- 
nosis of  WCD  is  variable,  and  is  best  when  there  is  only 
cutaneous  involvement.  Prominent  visceral  involvement  may 
eventuate  in  death  due  to  sepsis,  hepatic  failure,  hemorrhage, 
or  thrombosis.2 


From  Woods  Memorial  Hospital,  Etowah  ( Dr.  Khan)  and  Cornell 
University  Medical  Center,  New  York  (Dr.  Lewis). 

Reprint  requests  to  Woods  Memorial  Hospital  (affiliated  with  the 
University  of  Tennessee),  Route  411  North,  Etowah,  TN  37331 
(Dr.  Khan). 


Case  Report 

A 70-year-old  white  wo- 
man had  had  numerous  epi- 
sodes of  fever  with  arthral- 
gia for  two  years,  as  well  as 
multiple  painful  nodules 
over  the  right  tibia.  On  each 
occasion  she  was  treated 
with  intravenous  antibiotics 
for  presumed  cellulitis  and 
phlebitis.  Laboratory  studies 
showed  hemoglobin  1 1 gm/dl, 
WBC  count  34,000/cu  mm, 
platelets  104,000/cu  mm,  al- 
kaline phosphatase  70  U/L, 
(25-100  U/L),  gamma  gluta- 
mine transferase  80  U/L  (5-65 
U/L),  aspartate  transaminase 
70  U/L  (5-40  U/L),  alanine 
transferase  45  U/L  (5-35  U/L), 
lactate  dehydrogenase  300 
U/L  (60-250  U/L),  and  normal  clotting  profile.  Smith  antigen 
and  double-stranded  DNA  antibodies,  rheumatoid  factor, 
antimitochondrial  antibodies,  and  HIV  were  not  detected.  Thy- 
roid function  was  normal;  amylase  (300  U/L),  and  lipase  (175 
U/L).  Blood  cultures  were  negative,  ESR  was  70  mm/first 
hour,  C4  complement  was  low,  and  VDRL  was  negative. 
Cryoglobulins  and  antineutrophilic  cytoplasmic  antibodies 
C and  P types  were  not  detected.  Serum  immunoglobulins, 
iminunoelectrophoresis,  and  alpha- 1 -antitrypsin  levels  were 
normal.  Coombs’  test,  TB  skin  test,  pulmonary  function  tests, 
and  upper  and  lower  GI  endoscopy  were  not  informative. 
Chest  x-ray  showed  right  lower  infiltrate.  The  diagnosis  of 
WCD  was  based  on  recurrent  skin  nodules,  fever,  pancyto- 
penia, high  ESR,  and  elevated  transaminases.  An  excisional 
skin  biopsy  revealed  adjacent  fat  lobules  having  widely  vary- 
ing degrees  of  inflammation  consistent  with  panniculitis. 

Discussion 

WCD  is  an  infiltrative,  inflammatory  disease  affecting 
white  women  after  the  second  decade.  It  characteristically 


ABSTRACT 

The  eponym  Weber-Christian  Disease  (WCD)  defines 
a chronic  disorder  characterized  by  relapsing  febrile  epi- 
sodes and  panniculitis.  Systemic  manifestations  due  to  vis- 
ceral involvement  may  be  present.  WCD  is  associated  with 
no  identifiable  cause,  although  chronic  panniculitis  may 
be  due  to  definable  underlying  disorders.  A variety  of  dis- 
tinctive disease  entities,  such  as  systemic  lupus  ery- 
thematosus (SLE),  pancreatic  disease,  alpha-l-antitrypsin 
disease,  lymphoproliferative  neoplasia,  infections,  or 
trauma  are  associated  with  chronic  panniculitis.  The  ac- 
curate diagnosis  of  panniculitis  requires  an  adequate  deep 
skin  biopsy  showing  inflammation  of  the  subcutaneous 
layers. 

We  describe  a white  woman  with  fever  and  recurrent 
episodes  of  painful  nodules  of  the  lower  extremities, 
excisional  biopsy  of  which  confirmed  panniculitis.  The 
febrile  episodes  and  skin  lesions  responded  dramatically 
with  the  use  of  oral  corticosteroids. 
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has  recurrent  febrile  episodes  and  erythematosus  subcutane- 
ous nodules.  Recurrent  crops  of  symmetrical,  tender  lesions 
1 to  2 cm  in  size  may  appear  in  any  area.  There  is  a predilec- 
tion for  the  lower  extremities  and  trunk.  These  nodules  rarely 
suppurate,  and  spontaneous  regression  can  be  expected.  This 
resolution  results  in  a hyperpigmented  atrophic  scar  that  is 
depressed  consequent  to  subcutaneous  fat  necrosis.  WCD 
implies  systemic  involvement  when  the  skin  lesions  are  ac- 
companied by  arthralgia,  myalgias,  and  abdominal  pain.  Liver 
involvement  may  produce  hepatomegaly,  weight  loss,  and 
nausea.  Involvement  of  perivisceral  fat,  serosa,  including  that 
of  the  pericardium,  pleura,  mesentery,  and  omental  fat  is  com- 
mon. Involvement  of  the  bone  marrow  may  produce  anemia, 
leukocytosis,  or  leukopenia  and  bone  pain.  In  severe  instances, 
the  inflammation  can  involve  the  lungs,  myocardium,  spleen, 
kidneys,  and  adrenal  glands.1 

The  etiology  of  WCD  remains  unknown,  but  it  has  been 
proposed  that  it  results  from  an  immunologically  mediated 
reaction  to  diverse  antigenic  stimuli.  An  association  with  el- 
evated levels  of  circulating  immune  complexes  has  been  re- 
ported. The  similarity  between  WCD  and  cases  of  alpha- 1- 
antitrypsin  deficiency  suggests  that  an  altered  regulation  of 
the  normal  inflammatory  process  could  play  an  etiologic  role. 
The  diagnosis,  which  requires  a deep  skin  biopsy  including 
the  subcutaneous  fat  and  fascia,  is  essential.  The  histologic 
characteristic  is  the  location  of  the  inflammatory  focus.  When 
inflammatory  cells  are  located  primarily  in  fat  lobules,  the 
panniculitis  is  called  lobular,  whereas  inflammation  in  the 
septa  is  termed  septal  panniculitis.  The  presence  or  absence 
of  vasculitis  further  differentiates  panniculitis  into  different 
major  groups.  Visceral  involvement  in  WCD  can  be  proven 
with  difficulty,  requiring  more  invasive  procedures,  and  at 
times  even  laparotomy.  There  is  a daunting  clinical  sameness 
to  the  different  types  of  panniculitis,  since  many  at  some  stage 
of  development  present  as  erythematosus  subcutaneous  nod- 
ules on  the  legs.  These  lesions  begin  with  acute  inflamma- 
tion, followed  by  a granulomatous  stage  featuring  foamy 
macrophages,  and  then  resolve  with  varying  degrees  of  fi- 
brosis. The  histologic  septal-lobular  dichotomy  is  sometimes 
diagnostically  useful,  but  more  often  there  is  a mixed  picture 
that  adds  to  interpretive  difficulties.  When  histologic  classi- 
fication of  panniculitis  is  made,  it  forms  the  basis  for  a logi- 
cal clinical  approach.4 

Panniculitis  syndromes  are  of  diverse  etiologies  that  share 
many  clinical,  inflammatory,  and  immunologic  features. 
Therefore  the  diagnosis  of  WCD,  like  that  of  “vasculitis,” 
requires  a careful  search  for  additional  associated  or  distinc- 
tive clinical  entities.  Common  causes  of  erythematosus  sub- 
cutaneous nodules  are  numerous,  ranging  from  inflamed  epi- 
dermoid cysts  to  furuncle.  Lesions  that  mimic  them  include 
lupus  profundus,  erythema  nodosum,  erythema  induratum, 
pyoderma  gangrenosum,  cutaneous  polyarthritis  nodosum, 


alpha- 1 -antitrypsin  deficiency,  and  the  rare  Rothmann-Maki 
syndrome  affecting  children.  Lupus  profundus,  a clinical  vari- 
ant of  systemic  lupus  erythematosus  (SLE),  involves  the  over- 
lying  dermis  and  epidermis  in  areas  of  abundant  fat.  Erythema 
nodosum  lesions  are  located  over  the  anterior  tibia,  which 
neither  ulcerate  nor  heal  with  a scar.  Pyoderma  gangrenosum, 
considered  non-infectious  in  origin,  clinically  exhibits  a pain- 
ful nodule  or  pustule  that  ulcerates  and  drains  purulent  exu- 
date and  has  a necrotic  base.  Erythema  induratum  is  char- 
acterized by  nodules  located  on  the  calves,  and  is  usually 
associated  with  tuberculosis.6  In  alpha- 1 -antitrypsin  deficiency 
panniculitis,  recurrent  tender  indurated  nodules  are  widely 
disseminated  on  the  trunk  or  extremities.  New  lesions  appear 
as  old  lesions  resolve.  This  condition  is  usually  associated  with 
pan-lobular  emphysema  and  hepatic  disease.  In  a substantial 
number  of  patients,  lesions  become  necrotic,  draining  an  oily, 
brown  fluid;  this  variant  is  termed  liquefying  panniculitis. 

The  involvement  with  systemic  disease  can  be  divided  into 
several  categories:  (1)  collagen  vascular  disease,  (2)  alpha- 
1 -antitrypsin  deficiency,  (3)  pancreatic  disease,  (4)  general- 
ized lipodystrophy,  (5)  paraproteinemia  with  C-l  inhibitor 
deficiency,  (6)  lymphoproliferative  disease,  (7)  eosinophilic 
fascitis,  eosinophilic  myalgic  syndrome,  (8)  rare  causes, 
which  include  gout,  calciphylaxis  of  chronic  renal  failure, 
familial  Mediterranean  fever,  Nasu  disease,  atheromatous 
emboli,  and  acquired  immunodeficiency  syndrome,  (9)  in- 
fections, including  those  caused  by  deep  fungi  and  mycobac- 
teria, (10)  pharmaceutical  agents  (glucocorticoids,  aspartate, 
and  pentazocine),  (11)  physical  panniculitis  and  Sweet’s  syn- 
drome, and  (12)  panniculitis  with  vasculitis,  including  super- 
ficial migratory  thrombophlebitis,  and  polyarteritis  nodosa. 

The  laboratory  findings  are  nonspecific,  reflecting  either 
acute  or  chronic  inflammation.  Markedly  elevated  ESRs, 
anemia,  leukocytosis  or  leukopenia,  and  thrombocytopenia 
are  detected  in  mild  cases.  When  visceral  involvement  oc- 
curs, more  pronounced  laboratory  abnormalities  may  develop. 
Elevated  serum  and  urine  amylase,  and  lipase  are  helpful  in 
differentiating  WCD  from  the  panniculitis  associated  with 
pancreatic  disease,  which  includes  acute  and  chronic  pan- 
creatitis, acinar  cell  pancreatic  carcinoma,  pancreatitis  sec- 
ondary to  cholelithiasis,  post-traumatic  lesions,  pseudocyst, 
and  congenital  pancreatic  abnormalities.  Skin  biopsies  in 
these  cases  disclose  acute  fat  necrosis  with  characteristic  ghost 
cells.5 

Normal  alpha- 1 -antitrypsin  levels  help  to  distinguish  WCD 
from  alpha- 1 -trypsin  deficiency  panniculitis.  Patients  with 
alpha- 1 -antitrypsin  deficiency  may  have  only  dermatologic 
manifestations  of  panniculitis.  The  genetic  phenotype  rec- 
ognition is  important,  as  patients  with  the  PiZZ  variety  defi- 
ciency are  associated  with  pan-lobular  emphysema.  In 
panniculitis  associated  with  connective  tissue  disorders,  lupus 
erythematosus  is  the  most  common.6  Panniculitis  is  more 
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commonly  associated  with  discoid  lupus  erythematosus  than 
with  SLE.  In  some  SLE  cases,  hypocomplementemia  and 
circulating  immune  complexes  are  seen.  Our  patient  had  a 
persistently  low  fourth  component  of  complement,  not  a well 
recognized  feature  of  the  disease.  A recent  review  of  WCD 
cases  reported  a significant  hypocomplementemia  (C3  and 
C4),  in  addition  to  circulating  7S  IgM  at  the  time  of  relapse. 
It  is  of  interest  that  a hereditary  deficiency  of  C4  is  often 
associated  with  systemic  lupus,  or  a lupus-like  syndrome, 
and  SLE  is  probably  the  most  common  identifiable  cause  of 
panniculitis.  However,  our  patient  did  not  have  the  clinical 
or  laboratory  features  of  SLE  at  any  time  during  the  course 
of  her  illness. 

Moreover,  on  each  occasion  the  skin  lesions  in  our  patient 
were  accompanied  by  radiographic  evidence  of  segmental 
pulmonary  parenchymal  infiltrates.  Repeated  sputum  analy- 
sis was  negative  for  bacteria,  malignant  cells,  and  fungi.  No 
response  to  systemic  antibiotics  was  seen,  but  steroids  pro- 
duced prompt  resolution  of  the  infiltrate.7  We  believe  that  the 
pulmonary  findings  were  a part  of  systemic  manifestation. 
Other  features  of  systemic  WCD  in  our  patient  included  el- 
evated liver  enzymes  and  pancytopenia.  Hepatosplenomegaly, 
steatorrhoea,  and  intestinal  perforation  have  also  been  re- 
ported. Visceral  involvement  may  be  confined  to  retroperito- 
neal spaces,  causing  ureteric  obstruction  and  retroperitoneal 
fibrosis.  Mesenteric  panniculitis  results  in  abdominal  pain, 
diarrhea,  and  constipation.* 

In  some  reported  cases  of  WCD,  patients  exhibited  fea- 
tures of  a distinct  entity  known  as  histiocytic  cytophagic 
panniculitis  (HCP),  which  is  characterized  by  panniculitis, 
fever,  serositis,  reticuloendotheliomegaly,  and  coagulation 
defects.  The  characteristic  lesion  is  the  “bean  bag”  histio- 
cyte, containing  ingested  lymphocytes,  red  cells,  and  plate- 
lets. While  some  of  these  patients  have  a benign  course,  the 
majority  die  of  hemorrhagic  complications.  Infiltrating  T lym- 
phocytes in  HCP  are  of  clonal  origin,  suggesting  that  subcu- 
taneous T cell  lymphomas  are  a malignant  counterpart  or  a 
late  transformation  phase  of  HCP.9 

The  prognosis  of  localized  WCD  is  good.  Remissions  and 
exacerbations  are  frequent,  as  some  patients  recover  after  a 


few  months  and  permanent  remission  is  usual  after  several 
years.  On  rare  occasions  systemic  involvement  may  be  fatal. 
There  is  no  specific  therapy,  though  numerous  recommenda- 
tions have  been  made,  including  saturated  potassium  iodide 
for  cutaneous  lesions.  Hydroxychloroquine  has  also  been 
advocated  as  treatment,  and  high-dose  prednisone  has  been 
reported  to  be  of  value  in  severe  cases.  Danazol,  a synthetic 
androgen  derivative,  has  been  prescribed  for  alpha- 1 -anti- 
trypsin deficiency.  Some  success  has  also  been  reported  with 
dapsone  therapy,  and  anecdotal  reports  suggest  that  cyclo- 
sporine may  be  of  value  in  some  severe  systemic  instances.10 

In  summary,  patients  with  febrile  episodes  and  recurrent 
subcutaneous  nodules  should  have  excisional  biopsies  to  es- 
tablish a histologic  diagnosis,  with  an  extensive  work-up  in 
cases  where  panniculitis  may  be  a sign  of  underlying  sys- 
temic disorders.  A careful  search  should  be  made  for  addi- 
tional associated  or  distinctive  clinical  entities  relating  to  a 
rheumatologic,  immunologic,  or  malignant  process.  The  prog- 
nosis for  WCD  is  variable.  Establishing  the  diagnosis  of 
panniculitis  and  initiating  appropriate  treatment  in  the  local- 
ized variety  has  a better  prognostic  course,  but  panniculitis 
associated  with  prominent  visceral  involvement  may  eventu- 
ally lead  to  death. □ 
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1996  TMA  Membership  Roster 

1996  has  been  a year  of  change  for  TMA  and  its  publications.  In  keeping  with  that  trend  and 
breaking  from  tradition,  Tennessee  Medicine  has  changed  the  manner  in  which  the  year-end  TMA 
membership  roster  is  printed  and  distributed. 

For  those  of  you  who  have  relied  on  the  December  issue  of  the  Journal  in  years  past  to  provide 
you  with  a complete  listing  of  members  for  the  year,  don’t  fear . . . simply  contact  the  Tennessee 
Medicine  staff  at  1 -800-659-1  TMA  for  a copy  of  the  1 996  TMA  Membership  Roster.  TMA  Compo- 
nent Medical  Society  secretaries  will  receive  a roster  for  official  records,  and  the  official  roster  will 
be  bound  with  the  year’s  volume  of  Tennessee  Medicine  at  the  TMA  Headquarters  for  posterity. 
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The  Journal 


Department  of  Health  Report 

Newborn  Screening  in  Tennessee 

II.  Lee  Fleshood,  PhD,  MPA 


The  Tennessee  Department  of  Health  (TDH)  is  respon- 
sible for  implementing  state  laws  requiring  all  newborn  ba- 
bies to  be  tested  for  four  genetic  disorders  before  leaving  the 
hospital.  Phenylketonuria  (PKU)  testing  was  begun  in  1968, 
followed  by  hypothyroidism  in  1980,  hemoglobinopathies 
in  1988,  and  galactosemia  in  1992.  In  1995,  when  77,653  ini- 
tial and  7,403  repeat  screenings  were  performed,  it  is  estimated 
that  the  identification  of  one  baby  with  galactosemia,  five 
with  PKU.  16  with  hypothyroidism,  and  76  with  hemoglobin- 
opathies resulted  in  a savings  of  approximately  $12,450,000 
in  acute  and  long-term  care,  in  addition  to  the  reduced  physi- 
cal and  emotional  trauma  to  the  children  and  their  families. 

Tennessee  state  law  requires  that  every  infant  must  have  a 
newborn  screening  test  performed  after  24  hours  of  age  and 
before  discharge  from  the  hospital  regardless  of  age.  The  law 
further  requires  that  all  infants  leaving  the  hospital  before  24 
hours  be  re-screened  within  two  weeks.  It  is  important  to 
note  that  the  detection  of  an  elevated  level  of  galactose  is 
dependent  on  the  newborn  having  had  lactose  feedings  be- 
fore the  specimen  is  collected.  If  a “soy  formula”  is  the  be- 
ginning formula,  the  method  used  for  screening  will  not  de- 
tect a galactose  metabolic  defect. 

In  the  case  of  a premature  infant,  an  infant  on  parenteral 
feeding,  or  any  newborn  being  treated  for  illness  who  is  not 
discharged  from  the  nursery,  the  specimen  should  be  col- 
lected on  or  near  the  seventh  day  of  age.  The  responsibility 
for  submitting  a specimen  to  the  state  laboratory  is  assigned 
to  the  chief  administrative  officer  and  the  attending  physi- 
cian. They  are  also  responsible  for  informing  the  parent(s) 
that  a re-screening  is  necessary  if  the  specimen  was  collected 
before  24  hours.  Babies  not  born  in  a Tennessee  hospital  must 
be  tested  within  two  weeks  of  birth. 

An  infant  with  an  unsatisfactory  result  is  considered 
unscreened.  Of  the  7,40.3  unsatisfactory  screening  tests  in 
1995,  2,171  were  collected  at  less  than  24  hours  of  age  be- 
cause of  early  discharge.  Each  quarter,  hospitals  are  sent  data 
on  unsatisfactory  screens  to  assist  them  in  identifying  spe- 
cific errors  in  collection  technique,  documentation,  or  other 
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procedures  that  may  have  contributed  to  the  unsatisfactory 
result.  The  newborn  screening  laboratory  results  are  mailed 
to  the  hospital  of  collection  and  to  the  physician.  Physicians 
and  parents  are  notified  by  follow-up  letter  when  infants  re- 
quire repeat  testing  because  of  borderline  or  unsatisfactory 
specimens,  or  if  a transfusion  was  given  prior  to  the  test.  In- 
fants with  highly  suspect  or  presumptive  positive  results  are 
immediately  reported  by  telephone  to  the  physician  so  that 
further  testing  can  be  expedited.  This  telephone  call  is  fol- 
lowed by  a certified  letter. 

In  addition,  tertiary  centers  are  notified  by  telephone  and 
letter  of  presumptive  positive  screens,  and  physicians  also 
receive  information  on  endocrinologists  and  the  genetic  and 
sickle  cell  centers  in  that  city  or  region.  There  are  TDH  con- 
tracts with  genetic/metabolic  centers  at  the  University  of  Ten- 
nessee in  Memphis  and  Knoxville,  and  Vanderbilt  Univer- 
sity in  Nashville  to  provide  consultation,  confirmatory  testing, 
and  treatment  for  suspected  PKU,  galactosemia,  and  Duarte/ 
galactosemia.  In  addition,  two  other  genetic  centers,  T.C. 
Thompson  Children’s  Hospital  in  Chattanooga  and  East  Ten- 
nessee State  University  in  Johnson  City,  provide  consulta- 
tion, treatment,  and  follow-up  to  families. 

Meharry  Comprehensive  Sickle  Cell  Center  in  Nashville  per- 
forms confirmatory  testing  statewide  for  hemoglobinopathies, 
and  is  also  a regional  sickle  cell  center.  Regional  sickle  cell  cen- 
ters are  available  for  consultation,  treatment,  and  follow-up.  In 
addition  to  Meharry,  regional  centers  include  Mid-South  Sickle 
Cell  Center  in  Memphis,  T.C.  Thompson  Children’s  Hospital, 
and  UT  Knoxville  Developmental  and  Genetic  Center. 

To  insure  timely  identification  and  treatment  of  infants 
with  genetic  or  metabolic  disease,  it  is  imperative  that  ad- 
equate blood  samples  and  accurate  demographic  informa- 
tion be  obtained  on  the  initial  screening  test.  Early  hospital 
discharge  and  unsatisfactory  tests  contribute  to  the  need  for 
continued  cooperation  of  providers  to  locate  infants  for  fol- 
low-up testing.  Name  changes  and/or  changes  of  address  may 
slow  the  repeat  process.  Local  health  departments  can  assist 
providers  in  locating  or  retesting  these  infants. 

The  TDH  Newborn  Screening  Coordinator  is  available  to 
assist  providers  in  interpreting  test  results  and  in  obtaining 
appropriate  follow-up.  Program  staff  will  also  be  available  to 
( Continued  on  page  456) 
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Acute  Stroke  Intervention 


Kenneth  J.  Gaines,  MD 


Introduction 

The  concept  of  acute  stroke  treatment  has  undergone  a 
revolution  over  the  past  several  years,  and  there  is  promise 
for  continued  revolutionary  developments  over  the  next  few 
years.  The  major  developments  have  been  first  the  use  of 
thrombolytic  therapy  for  ischemic  stroke  similar  to  that  used 
in  myocardial  infarction,  as  well  as  the  research  interest  in 
cerebral  protective  agents.  Use  of  these  agents  in  animal 
models  has  better  defined  the  appropriate  use  of  these  drugs 
in  acute  ischemic  stroke,  and  has  led  to  clinical  trials  in 
ischemic  stroke  patients.1  The  FDA  approval  in  June  of  1996 
of  t-PA  for  use  in  ischemic  stroke  within  three  hours  of  onset 
was  a landmark  culminating  many  years  of  research  in  this 
field  by  numerous  investigators.  Much  research  remains  to 
be  done  to  define  the  stroke  patients  with  the  best  chance  of 
improvement  with  t-PA  and  with  the  least  chance  of  side  ef- 
fects, mainly  the  hemorrhagic  conversion  of  an  infarct.  The 
hope  is  that  the  numerous  ongoing  clinical  trials  of  cerebral 
protective  agents  will  yield  one  or  more  agents  that  can  de- 
crease cerebral  damage  and/or  lengthen  the  time  window  for 
effective  use  of  thrombolytic  agents.  This  article  will  review 
the  animal  and  human  studies  that  are  the  underpinning  of 
this  revolution  in  stroke  care. 

Animal  Experimental  Data 

The  concept  of  cerebral  protection  and  the  use  of  throm- 
bolysis in  stroke  is  based  on  the  premises  that:  (1)  there  is  a 
short  time  interval  (therapeutic  window)  after  the  onset  of 
ischemic  stroke  during  which  there  is  a paralysis  of  brain 
function  (“stunned  brain”)  but  without  tissue  death,  and  (2) 
that  surrounding  an  area  of  dead  brain  tissue  in  a brain  infarct 
there  is  an  ischemic  penumbra  of  marginally  viable  tissue 
that  is  metabolically  deranged  but  could  be  salvaged  with  the 
appropriate  therapeutic  maneuvers.2  Animal  models  of  ische- 
mic stroke  have  been  utilized  to  support  both  of  the  above 
premises.3  Differences  between  species  are  known  to  exist  and 
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a direct  link  from  the  animal  data  to  the  stroke  patient  is  not 
always  clear.  Nevertheless,  studies  in  several  animal  models 
have  shown  that  tissue  death  in  the  brain  after  infarction  is  a 
gradual  and  gradable  process  that  can  be  modified  at  several 
points.  Fig.  1 is  a diagrammatic  representation  of  the  process 
of  brain  infarction  in  the  monkey  with  an  early  stage  of  tis- 
sue injury  having  paralysis  of  function  (paralysis  of  a limb, 
for  example)  but  with  potential  for  recovery  if  blood  supply 
is  reestablished  or  the  ischemic  metabolic  cascade  leading  to 
tissue  death  is  modified.4  Although  the  time  window  varies 
with  the  species  of  animal,  experimental  embolus  models  of 
stroke  have  shown  that  animals  receiving  thrombolytic 
therapy  in  the  first  few  hours  after  stroke  have  less  tissue 
damage  than  animals  not  receiving  thrombolysis.5  Just  as 
importantly,  these  studies  have  shown  that  thrombolysis  can 
open  experimentally  occluded  cerebral  vessels  safely  and  can 
decrease  infarct  size  without  increased  hemorrhage  into 
ischemic  brain.  These  studies  have  been  the  basis  for  recent 
interest  in  use  of  thrombolysis  for  stroke. 

Clinical  Studies  of  Thrombolysis 

The  use  of  thrombolytic  therapy  for  stroke  is  not  a new 
idea.  Table  1 shows  a summary  of  early  thrombolytic  studies 
in  stroke  cases  and  includes  the  agents  used  and  the  thera- 
peutic windows  employed.  Early  clinical  attempts  to  use  these 
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Adapted  from  Jones  TH,  et  al.  J Neurosurg.  1981 , 54.773 
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TABLE  1 

“Controlled”  Trials  of  Thrombolysis  for  Acute 
“Ischemic”  Stroke* 


RESULTS 

AUTHOR 

DRUG 

ROUTE 

DOSE 

TIME  . 
ONSET 

OUTCOME 

MEASURE 

TREATED 
No.  % 

CONTROL 
No.  % 

MEYER,  1963 

Fib/ 

Pla 

IV 

2.5-11.5 
x 10  u 

<72  hrs 

Clinical 
improvements 
at  10  days 

20 

45 

20 

45 

MEYER.  1961 

SK 

IV 

2.5-17.5 
x 10  u 

<72  hrs 

Clinical 
improvements 
at  10  days 

37 

43 

36 

58 

OHTOMO, 

1985 

UK 

IV 

6x  10  u 
per  day 
for  7 
days 

<6  hrs 

Clinical 
improvements 
at  4 weeks 

19 

47 

12 

25 

MORI,  1992 

tPA 

IV 

34-50mg 

<6  hrs 

Recanalization 

169 

56 

181 

42 

ABE.  1981 

UK 

IV 

6 x 10  u 
per  day 
for  7 
days 

<30  days 

Clinical 
improvements 
at  1 and  4 weeks 

54 

63 

53 

43 

JTSG.  1994* 

tPA 

IV 

34  mg 

<6  hrs 

Clinical 
improvements 
at  4 weeks 

51 

72 

47 

55 

'References  available  from  the  author  upon  request. 


agents  were  limited  by  the  lack  of  understanding  of  the  patho- 
physiology of  acute  ischemic  stroke  and  the  time  windows 
for  effective  and  safe  use  of  these  agents.  This  led,  for  ex- 
ample, to  time  windows  for  treatment  that  would  seem  clearly 
too  long  by  current  standards.  Also,  many  of  these  studies 
lacked  the  rigorous  use  of  CT  scanning  to  include  patients 
with  some  chance  of  recovery  and  exclude  those  with  exces- 
sive bleeding  risk. 

Not  all  recent  clinical  studies  of  thrombolysis  in  ischemic 
stroke  have  yielded  positive  results,  however.  Table  2 sum- 
marizes recent  trials  of  thrombolysis  in  cerebral  infarction. 
Important  information  for  use  in  evaluating  these  studies  in- 
cludes the  thrombolytic  agent  used,  the  dosage  of  the  throm- 
bolytic agent,  and  the  delay  in  beginning  treatment.  In  addi- 
tion, the  studies  used  different  criteria  to  exclude  patients 
based  on  CT  scan  appearance,  and  may  have  studied  slightly 
different  stroke  populations.  Future  rigorous  comparisons  of 
these  trials  may  shed  light  on  whether  these  factors  are  im- 
portant in  treating  patients  using  thrombolysis. 

The  two  major  positive  trials  of  thrombolysis  in  ischemic 
stroke  were  the  National  Institutes  of  Health  sponsored  t-PA 
Acute  Stroke  Trial  (NIH  Trial)6  and  the  European  Coopera- 
tive Acute  Stroke  Study  (EGAS).7  The  NIH  Trial  was  insti- 
tuted after  a pilot  dose-finding  study  and  used  t-PA  at  a dose 
of  0.9  mg/kg  infused  over  one  hour  with  a 10%  initial  bolus. 
Patients  appropriate  for  t-PA  based  on  this  study  had  an 
ischemic  stroke  with  a clearly  defined  time  of  onset  known  to 
be  less  than  three  hours  from  onset  of  stroke  until  treatment 
begins.  Inclusion  and  exclusion  criteria  are  given  in  Fig.  2. 
Documenting  time  of  onset  is  important  and  not  as  easy  in 
practice  as  in  theory  because  patients  and  family  often  un- 
derstandably may  not  have  an  accurate  idea  of  when  symp- 
toms began.  For  example  patients  awakening  with  symptoms 
cannot  accurately  know  time  of  onset,  and  time  when  last 


TABLE  2 

Thrombolytic  Trials  in  Stroke* 


TRIAL 

AGENT 

BOSE : 

TIME 

OUTCOME 

MAST-E 
(Homme!,  1994) 

Streptokinase 

1.5  MU  IV 

6hr 

Stopped  due  to  excess 
mortality  and  hemorrhage 
in  treated  patients. 

AUSTRALIAN 
(Donnan,  1995) 

Streptokinase  vs 
Placebo 

1.5  MU  IV 

4hr 

Stopped  due  to  excess  risk  in 
treated  patients  in  the  3rd- 
4th  hour  period  for  hemorrhage. 

•References  available  from  the  author  upon  request. 


awake  must  be  assumed  as  time  of  onset.  The  CT  scan  inter- 
pretation is  also  critical,  and  small  areas  of  hemorrhage  must 
not  be  missed,  especially  in  the  brainstem  on  a CT  that  may 
have  some  motion  artifact.  Fig.  3 shows  an  example  of  a CT 
that  was  interpreted  as  normal  but  shows  a hemorrhage  in 
the  brainstem  that  was  much  larger  on  the  scan  four  hours 
later.  Careful  CT  interpretation  by  an  observer  experienced 
in  CT  interpretation  in  the  setting  of  acute  stroke  is  essential 
to  avoid  disastrous  complications  of  this  therapy. 

The  results  of  the  NIH  t-PA  Study  are  shown  diagram- 
matically  in  Figs.  4 and  5.  There  was  a statistically  signifi- 
cant difference  in  the  number  of  patients  with  a good  outcome 
(defined  as  a small  neurologic  deficit  and  good  functional 
outcome  on  four  rating  scales)  in  the  treated  group  compared 
to  placebo.  This  improved  neurologic  outcome  occurred  with- 
out a greater  all  cause  mortality  in  the  treated  than  in  the 
placebo  group.  It  is  difficult  to  show  the  same  sort  of  treat- 
ment effect  on  mortality  in  stroke  patients  as  in  myocardial 
infarction  patients,  because  most  stroke  patients  do  not  die 
directly  from  their  stroke  but  rather  from  heart  disease  or 
from  complications  of  their  stroke.  Therefore,  it  is  not  surpris- 
ing that  the  study  showed  no  impact  positively  or  negatively 
on  mortality.  Stroke  is  a disabling  illness,  and  treatment  that 
decreases  disability  represents  a significant  treatment  effect. 


FIGURE  2 

N1NDSS  rtPA  Acute  Stroke  Trial6 


Exclusion  Criteria 

1 . No  trauma  in  three  months  prior  to  stroke; 

2.  No  major  surgery  in  14  days  prior  to  stroke; 

3.  No  history  of  intracranial  hemorrhage; 

4.  Systolic  BP  < 1 85  mm  Hg,  diastolic  BP  < 1 1 0 mm 
Hg  at  start  of  treatment; 

5.  No  arterial  puncture; 

6.  No  history  of  GI  or  GU  bleeding  in  prior  21  days; 

7.  No  history  of  seizure,  use  of  anticoagulants,  or 
heparin; 

8.  No  elevated  PTT,  PT  > seconds 
Platelets  <100,000 

Blood  sugar  <50  or  >400 

9.  No  rapidly  improving  symptoms. 
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Figure  3.  A CT  scan  that  was  in- 
terpreted as  normal  (left),  but 
showed  a hemorrhage  in  the 
brainstem  that  was  much  larger  on 
the  scan  four  hours  later  (right). 


As  shown  in  Fig.  5,  use  of  the  drug  will  improve  outcome,  with 
little  or  no  disability  in  1 1 more  patients  for  every  1 00  treated, 
as  compared  to  the  placebo  group,  resulting  in  a 12%  abso- 
lute or  a 32%  relative  increase  in  the  number  of  patients  with 
a good  outcome.  The  results  were  true  regardless  of  age  or 
stroke  subtype  (including  lacunar  infarction).  The  study  was 
intentionally  designed  to  keep  the  technology  involved  in 
treatment  simple  and  readily  available.  No  angiography  was 
required  for  treatment,  and  limited  laboratory  studies  (PT, 
PTT,  platelet  count,  blood  sugar)  are  needed  to  institute  treat- 
ment. Although  the  exclusion  criteria  are  largely  clinically 
based,  and  may  seem  deceptively  simple,  scrupulous  atten- 
tion to  these  criteria  is  vital  to  the  success  of  treatment. 

There  will  be  side  effects  of  treatment  in  the  form  of  hem- 
orrhagic conversion  of  an  ischemic  infarct.  Table  3 gives  a 
summary  of  hemorrhage  rates  in  several  of  the  major  recent 
clinical  trials  using  various  agents.  The  hemorrhagic  conver- 
sion is  of  two  types:  transformation  of  a petechial  hemor- 


rhage due  to  small  non-confluent  areas  of  hemorrhage,  usu- 
ally occurring  without  clinical  symptoms,  and  a parenchy- 
mal hemorrhage  due  to  a large  mass  of  blood,  almost  always 
with  clinical  deterioration.  No  heparin  was  given  to  patients 
in  the  NIH  Study  (no  subcutaneous  or  low-dose  heparin)  for 
24  hours  after  treatment.  Although  the  rate  of  asymptom- 
atic hemorrhagic  transformation  was  the  same  in  the  treated 
and  placebo  groups,  symptomatic  parenchymal  hemor- 
rhage occurred  more  often  in  the  treated  group  (7%  vs  1%) 
(P  <0.001 ).  The  symptomatic  parenchymal  hemorrhage  was 
seen  more  frequently  in  those  patients  with  a more  severe 
deficit,  and  in  those  patients  with  CT  evidence  of  edema  on 
the  pretreatment  scan.  Fatal  parenchymal  hemorrhage  was 
more  common  in  the  treated  than  in  the  placebo  patients  (3% 
vs  1%).  Serious  systemic  bleeding  was  also  more  frequent  in 
the  t-PA  group  than  in  the  placebo  group  (1.6%  vs  0%). 

It  should  be  recognized  that  hemorrhagic  transformation 
also  occurs  in  the  natural  history  of  ischemic  stroke  without 


FIGURE  4 


NINDS  t-PA  Stroke  Trial 
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TABLE  3 

Thrombolytic  Trials  in  Stroke* 


Trial 

Agents 

Dosc/Roule 

Time 

Outcome 

Parenchymal 

Hemorrhage 

ECASS 
(JAMA  1995) 

rtPA 

IV  1.1  mg/kg 

6hr 

no  differences  in 
intention  to  treat 
analysis 

19% 

6.5% 

NINDS 
(NEJM,  1995) 

rtPA 

IV  0.9mg/kg 

3hr 

Good  outcome 
1.9  or  for 
favorable 
outcome 

Mortalitv 
17%  D 
21%  P 

6%  A 
0%  P 

MAST-I 

(LANCET,  1995) 

Strep 

1.5  MU  IV 

6hr 

6 mo  case  fatality  and  disability 
62%  D 

63%  D & ASA  NS 
60%  ASA  Diff. 

68%  P 

6%  D 

10%  D + ASA 
2%  ASA 
0.6%  P 

PROACT 
(del  Zoppo,1996) 

Prouk 

Infusion  to  lyse 

6hr 

Full  recovery  Mortalitv  Recanalization 

31.9%  D 27%  D 58%  D 

21%  P 43%  P 14%  P 

•References  available  from  the  author  upon  request. 


the  use  of  any  treatment,  either  thrombolysis  or  antico- 
agulation. Most  autopsy  studies  have  shown  an  80%  to  90% 
incidence  of  some  hemorrhagic  change.  Clinical  studies  us- 
ing repeated  follow-up  CT  scans  have  shown  that  about  40% 
of  ischemic  stroke  patients  will  have  CT-documented  hem- 
orrhage at  some  point  in  the  30  days  following  stroke,  usu- 
ally before  two  weeks  after  onset.  Some  preliminary  work 
has  been  done  defining  the  reasons  for  this,  and  identifying 
modifiable  factors  that  could  reduce  the  incidence  of  hemor- 
rhagic conversion,  but  further  work  must  be  done  to  under- 
stand this  more  fully  and  translate  it  to  meaningful  informa- 
tion for  treating  patients.  It  has  been  proposed  that  size  of  the 
infarct,  degree  of  collateral  circulation,  and  time  to  reperfusion 
of  the  occluded  vessel  may  play  a role.s  Current  information 
suggests  that  since  large  infarcts  with  good  collateral  circu- 
lation and  late  reperfusion  may  all  have  an  increased  ten- 
dency to  hemorrhagic  transformation,  these  patients  should 
be  approached  cautiously  for  thrombolytic  therapy.  It  should 
be  stressed  that  the  outcome  of  treatment  with  t-PA  was  good 
even  considering  the  hemorrhages  that  appeared  as  a com- 


plication of  treatment.  Thus,  it  appeared  that  the  number  of 
treated  patients  who  moved  into  a good  outcome  category 
overshadowed  the  number  of  patients  made  worse  by  hem- 
orrhage, and  that  the  overall  outcome,  taking  the  hemorrhagic 
worsenings  into  account,  was  quite  favorable. 

The  design  of  the  European  Study  (ECAS)  was  similar  to 
that  of  the  NIH  Trial,  but  it  had  somewhat  different  results. 
The  two  studies  are  contrasted  in  Fig.  6.  It  should  be  noted 
that  the  time  window  for  treatment  was  longer  (six  vs  three 
hours)  and  the  dose  higher  in  the  ECAS  Study  than  in  the 
NIH  Study.  In  addition  to  these  rather  obvious  differences 
there  may  be  other  differences  that  explain  the  higher  hem- 
orrhage rate  in  the  treated  group.  The  ECAS  Study  used  strict 
CT  exclusion  criteria,  eliminating  patients  that  had  any  indi- 
cation of  early  infarct  on  CT  in  addition  to  those  with  hemor- 
rhagic change.  The  CT  criteria,  however,  must  have  been  dif- 
ficult to  follow,  because  there  was  a 19%  protocol  violation 
in  the  study.  The  CT  criteria  utilized  in  the  NIH  Study  was 
absence  of  hemorrhage.  Several  other  studies  using  strep- 
tokinase and  longer  treatment  windows  have  been  terminated 
due  to  high  hemorrhage  rates  (Table  2),  so  agents  and  time 
windows  other  than  those  used  in  the  NIH  Study  cannot  cur- 
rently be  recommended.  In  addition,  trials  are  underway  to 
assess  the  use  of  thrombolysis  in  angiographically  delivered 
doses.  Use  of  angiography  has  the  advantage  of  defining  an 
occluded  vessel  before  thrombolysis  is  used  and  can  give 
additional  information  about  the  pathophysiology  of  the 
ischemic  process.  However,  angiography  is  time-consuming, 
carries  some  additional  risk,  and  based  on  the  NIH  Trial  re- 
sults, is  not  necessary  to  a successful  clinical  outcome. 

Appropriate  blood  pressure  management  in  any  acute 
stroke  is  vital,  particularly  in  patients  with  acute  strokes  re- 
ceiving thrombolytic  therapy.  Most  patients  with  acute  ische- 
mic stroke  will  have  elevated  blood  pressure  and  impaired 
autoregulation  in  the  area  of  infarction.  Overly  aggressive 


FIGURE  6 

Thrombolytic  Trials  in  Stroke 
NINDS  vs  ECASS 


Possible  reasons  for  the  lower  hemorrhage  rates  in  NINDS: 

1 . Lower  dose 

0.9  mg/kg  vs  1.1  mg/kg 

2.  Time  to  treatment 

Three-hour  vs  six-hour  window 

3.  Patients  management  differences 

BP  management  differences 

4.  Different  populations 

Different  severity 
Different  subtypes  of  stroke 
Different  risk  factors 


FIGURE  7 

Stroke  Acute  Blood  Pressure  Management 


Diastolic  BP 
> 140  mm  Hg 

Nitroprusside 
0.5-10  mg/kg/min 

ICU  Management 
ICP 

Systolic  BP 
>230  mm  Hg 

Labetalol  20  mg  IV 
over  1\-  2 min. 
Repeated^  every  10 
min.  up  to  300  mg 

' ICU 
Management 

Diastolic  BP 
121  - 140  mm  Hg 

Systolic  BP 
180  -230  mm  Hg 
and  / or 
Diastolic  BP 
105  - 120  mm  Hg 

Oral  Labetalol 
200-300  mg  TID 
or 

nimodipine 
SL  10  mg  q 4 - 6 hr 

Cardiac 

Telemetry 

Avoid  labetalol  with  asthma,  cardiac  failure,  cardiac  conduction  disorders 
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TABLE  4 

Management  Scheme  for  Bleeding  Complications 


A.  Begin  volume  replacement  with  normal  saline  or  D5  1/2 
normal  saline. 

B.  Send  blood  for  type  and  cross  match,  PT,  and  PTT;  get 
reptilase  time  if  patient  is  receiving  heparin. 

C.  If  PT,  PTT,  and  bleeding  time  are  normal  attempt  to  avoid 
transfusion. 

D.  Blood  loss  that  cannot  be  adequately  controlled,  as  well 
as  any  CNS  bleeding,  should  be  treated  aggressively: 

1.  Cryoprecipitate  10  units  given  STAT;  check  fibrino- 
gen after  infusion  and  if  less  than  1 gm/L  repeat  dose. 

2.  Continue  crystalloid  to  maintain  blood  pressure  and 
give  packed  red  cells  to  maintain  hematocrit  above  30. 

3.  2 units  of  fresh  frozen  plasma,  STAT. 

4.  10  units  of  platelets,  STAT. 

5.  If  the  patient  continues  to  bleed  after  the  above: 

a.  Check  the  bleeding  time. 

b.  If  bleeding  time  is  less  than  nine  minutes,  infuse 
antifibrinolytic  agent  (5  gm  loading  dose  then  1 
gm/hr  of  epsilon  aminocaproic  acid). 

c.  If  bleeding  time  is  greater  than  nine  minutes,  re- 
peat 10  units  of  platelets  followed  by  antifibri- 
nolytic therapy 


treatment  of  blood  pressure  may  aggravate  ischemia  and  lead 
to  enlarged  areas  of  infarction,  but  failure  to  treat  very  high 
levels  of  blood  pressure  in  patients  who  have  received  throm- 
bolytic therapy  may  increase  the  chance  of  hemorrhagic  con- 
version of  the  infarct.  It  is  suggested  that  only  high  levels  of 
blood  pressure  be  treated,  since  blood  pressures  tend  to  de- 
crease spontaneously  over  the  first  few  days  after  stroke  even 
without  therapy.  One  suggested  algorithm  for  blood  pressure 
management  in  acute  ischemic  stroke  is  given  in  Fig.  7.  Ad- 
ditional guidelines  of  currently  accepted  therapy  for  ischemic 
stroke  are  available  from  American  Heart  Association  Stroke 
Council  Guidelines  for  Ischemic  Stroke  Treatment  and  can 
be  obtained  from  the  American  Heart  Association,  Tennes- 
see Affiliate.9 

Patients  receiving  thrombolytic  therapy  must  be  managed 
in  an  intensive  care  setting  with  staff  experienced  in  moni- 
toring for  neurologic  deterioration.  Any  neurologic  deterio- 
ration should  lead  to  neurologic  reevaluation,  a follow-up 
CT  scan,  and  institution  of  treatment  should  hemorrhagic 
complications  arise.  A suggested  algorithm  for  hemorrhage 
management  is  given  in  Table  4.  Availability  of  appropriate 
specialty  coverage  (neurologic,  neurosurgical,  and  hemato- 
logic) knowledgeable  in  handling  such  complications  would 
seem  appropriate  for  institutions  contemplating  use  of  this 
agent  for  stroke. 

Because  time  is  a critical  factor  in  treatment,  institutions 
planning  to  introduce  this  therapy  should  plan  to  have  a 


community  education  program  to  alert  the  population  to  the 
signs  and  symptoms  of  stroke  and  encourage  quick  response. 
It  is  clear  that  the  response  is  fastest  when  persons  call  91 1 
rather  than  their  physician  or  hospital  (Fig.  8),  so  that  some 
modifications  of  current  patterns  of  handling  patients  with 
acute  stroke  may  be  needed.  A training  program  for  para- 
medic ambulance  crews  and  emergency  room  personnel  is 
necessary  so  that  there  can  be  a rapid  response  to  patients. 
Mock  runs  similar  to  disaster  alerts  would  help  keep  person- 
nel crisp  in  their  response.  Stroke  teams  consisting  of  neu- 
rologists or  neurosurgeons  knowledgeable  in  acute  stroke 
intervention  and  quickly  available  to  respond  both  to  the  acute 
stroke  and  to  complications  in  patients  treated  with 
thrombolysis  have  been  or  are  being  developed  in  some  cen- 
ters and  will  likely  lead  to  improved  outcomes  with  fewer 
complications.  Unfortunately,  these  teams  may  slightly  alter 
some  existing  referral  patterns  and  bypass  temporarily  gate- 
keepers in  managed  care  organizations,  but  the  improved 
outcome  in  a costly  and  devastating  condition  will  likely  con- 
vince managed  care  organizations  of  the  utility  of  such  an 
approach. 

Future  Directions 

A number  of  questions  remain  to  be  answered  as  this 
therapy  is  better  defined.  Is  there  a subgroup  of  patients  that 
can  be  identified  with  a lower  risk  of  hemorrhage?  The  CT 
findings  before  treatment,  initial  stroke  severity,  or  some  he- 
matologic parameter  may  be  useful  to  predict  hemorrhagic 
conversion.  Is  the  three-hour  window  too  exclusive,  and  can 
some  patients  be  treated  beyond  three  hours?  Could  cerebral 
protective  agents  extend  the  window?10  Are  there  subgroups 
of  patients  with  a better  prognosis?  Differences  in  stroke  sub- 
type,  differences  in  collateral  circulation,  or  differences  in 

FIGURE  8 
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Barsan  WG,  Brott  TG,  Broderick  JP,  et  al  Urgent  therapy  for  acute  stroke  effects  of  a stroke  trial  on  untreated  patients 
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risk  factor  demographics  could  be  useful  predictors.  It  should 
be  remembered  that  many  thousands  of  patients  were  treated 
in  controlled  trials  of  myocardial  infarction  before  benefit 
was  shown,  and  work  continues  to  define  the  best  agents  and 
treatment  protocols.  Treatment  of  stroke  with  thrombolysis 
must  therefore  be  considered  to  be  in  its  infancy.  It  is  hoped 
that  cerebral  protective  agents  will  be  developed  that  can  fur- 
ther improve  outcome  by  biochemically  salvaging  cerebral 
tissue  and/or  prolonging  the  window  of  opportunity  for  the 
use  of  thrombolysis  in  cerebral  ischemia.  One  could  envi- 
sion the  combined  use  of  cerebral  protective  agents  and  throm- 
bolysis in  a time  window  that  could  be  more  inclusive  of  the 
large  number  of  stroke  patients  currently  not  candidates  for 
thrombolysis  because  of  the  length  of  time  to  initiation  of 
treatment.  □ 


References* 

1.  Pessin  M,  del  Zoppo  G,  Estol  C:  Review:  Thrombolytic  agents  in  the  treatment  of  stroke.  Clin 
Neuropharmacol  13:271-289,  1990. 

2.  Astrup  J,  Siejo  B,  Symon  L:  Thresholds  for  cerebral  ischemia — the  ischemic  penumbra. 
Stroke  12:723-725,  1981. 

3.  Morawetz  R,  DeGirolami  U.  et  al:  Cerebral  blood  flow  determined  by  hydrogen  clearance 
during  middle  cerebral  artery  occlusion  in  unanesthetized  monkeys.  J Neurosur^  54:773-782,  1981. 

4.  Jones  T,  Morawetz  R,  et  al:  Thresholds  of  focal  cerebral  ischemia  in  awake  monkeys.  Stroke 
9:143-149,1978. 

5.  Zivin  J,  Lyden  P,  et  al:  Tissue  plasminogen  activator.  Reduction  of  neurologic  damage  after 
experimental  embolic  stroke.  Arch  Neurol  45:387-391,  1988. 

6.  NIH  t-PA  Study  Group.  Tissue  plasminogen  activator  for  acute  ischemic  stroke.  N Eng!  J 
Med  333:1581-1587,  1995. 

7.  Hacke  W,  Kaste  M,  et  al:  Intravenous  thrombolysis  with  recombinant  tissue  plasminogen 
activator  for  acute  hemispheric  stroke.  The  European  Cooperative  Acute  Stroke  Study  (ECASS). 
JAMA  274:1017-1025,  1995. 

8.  Lyden  P,  Zivin  J:  Hemorrhagic  transformation  after  cerebral  ischemia:  mechanisms  and  inci- 
dence. Cerebrovascular  and  Brain  Metabolism  Reviews  5:1-16,  1993. 

9.  American  Heart  Association  Special  Writing  Group  of  the  Stroke  Council.  Guidelines  for  the 
Management  of  Patients  With  Acute  Ischemic  Stroke.  Dallas,  American  Heart  Association,  1994. 

10.  Zivin  J,  Mazzarella  V:  Tissue  plasminogen  activator  plus  glutamate  antagonist  improves 
outcome  after  embolic  stroke.  Arch  Neurol  48: 1235-1238,  1991. 

*The  complete  reference  list  is  available  from  the  author  upon  request. 


Department  of  Health  Report . . . 

( Continued  from  page  450) 

hospitals  for  consultation,  and  on-site  in-service  training, 
especially  for  those  hospitals  with  high  rates  of  unsatisfac- 
tory specimens  and  missing  information  on  the  laboratory 
slip.  A training  video  on  collection  technique  is  also  avail- 
able to  hospitals,  and  to  private  and  public  providers  such  as 
health  departments.  Some  hospitals  have  a designated  “new- 
born screening  contact/coordinator”  and  have  established 


quality  control  programs  to  reduce  the  rate  of  unsatisfactory 
specimens  and  the  number  of  laboratory  forms  with  missing 
information.  TDH  recommends  that  all  hospitals  designate  a 
staff  member  as  coordinator  to  perform  this  function. 

Questions  regarding  newborn  screening  or  follow-up  may 
be  addressed  to  the  Newborn  Screening  Coordinator  at  the 
State  Laboratory  (615)  262-6304. □ 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $1 40,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
‘Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)  231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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for  hospitalized  adult  cancer  patients  (si) 56 

Weber-Christian  Disease  (*) 447 

Wallace,  William  V (Bill) 

a tribute  to  Bill  Wallace  137 

TMA  student  loan  fund:  an  appreciation  (ed)  134 
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TMA  Alliance  Report 


Youth  Health  Workshop  ’96 

It  is  with  great  pleasure  and  honor  that  we,  the  Henry-Carroll 
County  Medical  Society  Alliance,  share  this  report  on  our  re- 
cent Health  Promotion  Project.  Our  Youth  Health  Workshop  held 
this  past  September  was  a tremendous  success  and  real  team 
effort! 

Along  with  the  generous  grant  received  from  the  TMA  and 
TMAA  of  $1,500,  our  Alliance  was  privileged  to  help  sponsor 
the  talented  group  of  young  performers.  The  All-American 
Singers. 

With  their  assembly  program  entitled  “Choices,”  this  highly 
professional  group  of  24  performers  and  technicians  between 
the  ages  of  18  and  22  assisted  us  with  our  theme  for  this  year 
“choices  our  teens  are  faced  with.”  The  All-American  Singers 
gave  a 50-minute  presentation  designed  to  present  positive 
choice  making  principles.  The  featured  “5  Credos  to  Live  By” 
asks  students  to  order  their  lives  around  basic  principles  that 
will  benefit  each  of  them  and  their  communities.  These  credos 
deal  specifically  with  attitude,  integrity,  patriotism,  self-esteem, 
and  responsibility. 

During  two  performances  for  the  youth  of  Huntingdon  an 
estimated  800  students  were  reached,  and  with  three  additional 
performances  in  Paris,  an  estimated  2,400  county  and  city  stu- 
dents were  reached.  Such  was  our  desire  for  more  of  our  youth 
to  hear  this  message  that  we  helped  co-sponsor  yet  another  pre- 
sentation for  the  entire  high  school  body  in  Paris,  an  estimated 
1,400  students! 

Our  success  was  made  even  greater  by  having  distinguished 
guests — from  the  TMA  the  CEO  Mr.  Don  Alexander,  and  our 
TMAA  president-elect  Mrs.  Nancye  Hines — bring  greetings  and 
words  of  encouragement.  Our  sincere  thanks  and  great  appre- 
ciation to  all  who  made  this  possible. 

Frida  Hamp,  President 
Henry-Carroll  County 

Medical  Society  Alliance 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANQOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Krystyna  T.  Alimurka,  MD,  Chattanooga 
Joseph  Bird  Jr.,  MD,  Chattanooga 
Mark  Carpenter,  MD,  South  Pittsburg 
Charles  A.  Crump  Jr.,  MD,  Chattanooga 
Ian  Hamilton  Jr.,  MD,  Chattanooga 
Mark  E.  Heinsohn,  MD,  Signal  Mountain 
Stephen  Humphreys,  MD,  Chattanooga 
George  H.  Jackson,  MD,  Chattanooga 
William  Lanting,  MD,  Chattanooga 


Gary  Mason,  MD,  Chattanooga 
Monte  Masten,  MD,  Chattanooga 
Robert  Mastey,  MD,  Chattanooga 
Kathryn  McMinn,  MD,  Chattanooga 
John  Nelson,  MD,  Fort  Oglethorpe  GA 
Glenn  A.  Newman,  MD,  Hixson 
Tin  M.  Oo,  MD,  Chattanooga 
Henry  K.  Paik,  MD,  Chattanooga 
Bernard  L.  Parham,  MD,  Chattanooga 
Larry  Schlabach,  MD,  Chattanooga 
Angela  Smith-Slack,  MD,  Chattanooga 
Lee  Strauss,  MD,  Chattanooga 
Cleveland  Thompson  IV,  MD,  Chattanooga 
Barbara  VanDerWerken,  MD,  Chattanooga 
Jeffrey  D.  Visser,  MD,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Laykoon  T.  Huang,  MD,  Knoxville 
Mark  D.  Turner,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Peter  M.  Sutherland,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  C.  Couch  III,  MD,  Mt.  Pleasant 
David  M.  Turner,  MD,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

Nelson  J.  Mangione,  MD,  Brentwood 
Jill  D.  Rossrucker,  MD,  Nashville 


In  Memoriam 


William  C.  Francis,  age  67.  Died  October  13,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Putnam  County  Medical  Society. 

John  M.  Jackson,  age  79.  Died  September  26,  1996.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of 
Robertson  County  Medical  Society. 

William  W.  Johnson,  age  77.  Died  September  29,  1996.  Gradu- 
ate of  University  of  Louisville  Medical  School.  Member  of  Bra- 
dley County  Medical  Society. 

William  Franklin  Outlan,  age  75.  Died  October  4,  1996.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 

Richard  F.  Stappenbeck,  age  79.  Died  September  17,  1996. 
Graduate  of  University  of  Nebraska  College  of  Medicine.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical  Society. 

Parks  W.  Walker  Jr.,  age  70.  Died  October  2,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby County  Medical  Society. 
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Board  of  Medical  Examiners 


Minutes  - September,  1996 

Name:  Mark  Josovitz,  MD  (Middleton) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; substance  abuse;  engaging  in  the  practice  of  medicine  when 
mentally  or  physically  unable  to  safely  do  so. 

Action:  Per  agreed  order,  license  suspended  for  one  year,  six 
months  of  suspension  stayed;  license  to  be  placed  on  probation 
for  an  additional  five  years;  must  maintain  advocacy  of  Impaired 
Physician  Program  during  probation. 

Name:  Steven  R.  Taraszka,  MD  (Atlanta,  GA) 

Violation:  Action  taken  in  another  state. 

Action:  Per  agreed  order,  license  suspended  indefinitely  ; must 
appear  personally  before  Board  to  seek  lifting  of  suspension; 
must  obtain  advocacy  of  Physicians’  Assistance  Program. 

Name:  William  Joseph  Willems,  MD  (Bluefield,  WV) 

Violation:  Action  taken  in  another  state. 

Action:  License  revoked. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  September,  1996.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  re- 
side in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one, 
two,  or  three  years.  For  the  one-year  award,  physicians  report 
50  hours  of  continuing  medical  education,  including  20  hours 
of  Category  1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1;  for  the  three- 
year  award,  physicians  report  150  hours  of  CME,  60  of  which 
are  Category  1 . Each  application  for  the  PRA  must  also  verify 
participation  in  Category  2 CME  activities. 

Jerome  H.  Abramson,  MD,  Chattanooga 
Rex  A.  Amonette,  MD,  Memphis 
Kimberly  T.  Breeden,  MD,  Athens 
Herbert  D.  Ladley,  MD,  Kingsport 
John  C.  Rodgers  Jr.,  MD,  Knoxville 
Christopher  W.  Sholes,  MD,  Johnson  City 


CME  Opportunities 

TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician's  Recognition  Award 
Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Jan.  9-1 1 High  Risk  Perinatal  Seminar 

Feb.  1 7-20  Update  in  Obstetrics  & Gynecology — Grand  Caymen 
Island 

Feb.  23-28  Clinical  Medicine — Kauai,  Hawaii 
March  6-8  Symposium  on  Critical  Care  & Emergency  Medicine — 
Hot  Springs,  Ark. 

March  8- 1 5 Current  Issues  in  OB/G YN — Snowmass  Village,  Colo. 
March  16-22  30th  Review  Course  for  the  Family  Physician 
June  6-7  1997  General  Surgery  Update 

Aug.  4-9  . Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

Sept.  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct.  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


Knoxville 

April  23-25  20th  Family  Practice  Update  & Review — Gatlinburg 
June  6-10  13th  Alzheimer’s  Disease  Symposium — Gatlinburg 
June  12-14  42nd  Great  Smoky  Mountains  Pediatric  Seminar — 
Gatlinburg 


Chattanooga 

Feb.  23-26  Clinical  Medicine — Kauai,  Hawaii 

March  7-8  Allergy  & Immunology 

March  20-21  Pediatrics 

June  18-21  Family  Medicine 

Oct.  16-17  Aging  Patient 

Dec.  4-5  Internal  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME. 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

April  18-19  Advanced  Life  Support  in  Obstetrics 
Aug.  2-3  Southwest  Virginia  Pediatric  Conference 
Nov.  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov.  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341. 
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OWEN  GRADUATE  SCHOOL  OF  MANAGEMENT 


Manage  Change  Before 
Change  Manages  You 

VANDERBILT 

UNIVERSITY 

Health  Care  Management 
Seminars 


■ Learn  how  to  manage 
change  at  one  of  the  na- 
tion’s leading  business 
schools.  Vanderbilt’s  Owen 
Graduate  School  of  Man- 
agement offers  a full  range 
of  executive  seminars 
specifically  designed  for 
health  care  professionals 

Managing  Managed  Care 

January  30-31,  1997.  Make  managed  care  work  for  you.  Covers  risk 
management,  contract  negotiations,  and  data  systems. 

Leadership  and  Change  Under 
Managed  Care 

February  15-20,  1997.  Break  out  of  the  box  of 
traditional  thinking.  Led  by  a premier  teacher  of 
change  management  skills,  Professor  Dick  Daft. 

Essential  Management  Tools 
for  Health  Care  Professionals 

March  12-13,  1997.  Insights  into  attitudes, 
behaviors,  and  management  styles.  Better 
manage  conflicts  and  relationships  to  ac- 
complish organizational  goals. 


For  information,  contact:  Executive  Semi- 
nars, Owen  Graduate  School  of  Manage- 
ment, Vanderbilt  University,  401  21st 
Avenue  South,  Nashville,  TN  37203 
Phone:  615-322-2513  Fax:  615-343-2293 

owenexec@ctrvax.  vanderbilt.edu 
httpd/www.  Vanderbilt.  edu/Owen 


©wen 

AT  VANDERBILT 


❖ 

InPhyNct 

MEDICAL  MANAGEMENTS.* 

Emergency  Physicians  needed  for  this  54,000 
annual  census  ED  located  60  miles  north  of 
Nashville,  Tennessee,  in  the  heart  of  Bluegrass 
country.  Requires: 

• BC/BE  in  Emergency  Medicine  or  a 
Primary  Care  Specialty 

• Completed  Residency 

• Two  years  of  ED  experience  within  the 
last  five  years 

• Current  Kentucky  state  license 

Excellent  comprehensive  benefits  package. 

Contact:  EMSA  (800)  422-3672,  ext.  7328,  or 
fax  to  (954)  424-3270.  EEO/AA/M/F. 


Team  Health  has  Immediate  Opportunities: 


Medical  Directorships  £r  Clinical  Opportunities 

Springfield  — Northcrest  Medical  Center  is  a newly  constructed 
facility  with  an  approximate  annual  patient  volume  of  19,000. 
Located  only  45  minutes  north  of  Nashville,  the  area  offers 
numerous  recreational  activities. 

McMinnville  — Columbia  River  Park  Hospital  is  a newly 
constructed  facility  with  an  annual  patient  volume  of  17,000.  It  is 
located  within  an  hour  and  a half  of  Nashville  and  Chattanooga  in 
the  foothills  of  the  scenic  Cumberland  Plateau. 

Clinical  Opportunities 

Maryville  — Blount  Memorial  Hospital  has  an  approximate  annual 
patient  volume  in  excess  of  40,000  with  physician  assistant  double 
coverage  provided  12-hours  per  day.  Located  in  the  foothills  of  the 
Smokies,  Maryville  is  only  30  minutes  from  Knoxville. 

Sevierville  — Fort  Sanders  Sevier  has  PA  double  coverage  and  a 
PA  staffed  fast-track.  The  facility  is  located  10  minutes  from  the 
outlets  of  Pigeon  Forge  and  the  skiing  in  Gatl inburg,  and  it  is  only 
40  minutes  from  downtown  Knoxville. 

Team  Health  offers  competitive  compensation,  flexible  scheduling 
with  no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  at  http://www.team-health.com 


TEAM 

HEALTH 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physicians 
for  two  District  Health  Officer  positions  for  multicounty  areas  in 
Middle  Tennessee.  Salary  in  high-70s  to  low-80s.  Positions 
provide  direct  patient  care  including  adult  and  children's  am- 
bulatory care,  preventive  clinical  services,  family  planning,  pre- 
natal care,  and  consultation  for  nurse  practitioners.  Must  have 
an  MD  or  DO  degree,  post  medical  education,  and  clinical  ex- 
perience in  a primary  care  specialty  totaling  at  least  three  years, 
and  Tennessee  license. 

Contact  Ruth  M.  Hagstrom,  MD,  426  5th  Ave.  North,  Nash- 
ville, TN  37247-5001 . Phone  (61 5)  532-2431 . TDH  is  an  equal 
opportunity,  equal  access,  affirmative  action  employer. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersville,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 
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TM4 


Tennessee 

Medical 

Association 


Dear  Fellow  TMA  Members: 

We  want  to  draw  your  attention  to  the  special  information  contained  in  this  month’s 
Tennessee  Medicine.  Inside  you  will  find  a special  communication  article  detailing  the 
TMA’s  public  information  campaign  on  managed  care.  Our  goal  is  to  alert  patients  and 
health  care  decision  makers  that  new  health  care  plans  should  be  scrutinized  carefully. 
Patients  are  encouraged  to  talk  with  their  doctor  or  contact  the  TMA  for  more 
information. 


The  campaign  is  multifaceted  and  includes: 

• a radio  advertising  campaign  with  spots  airing  on  the  90  stations  of  the  Vol  Radio 
Network,  as  well  as  during  the  prime  time  newscasts  on  the  80  stations  of  the 
Tennessee  Radio  Network; 

• a full  page  color  display  advertisement  in  the  University  of  Tennessee  Football 
Program; 

• brochures  for  patients; 

• a reproducible  version  of  the  brochure  for  personal  use  by  TMA  members. 

Attached  to  this  letter  is  the  artwork  for  a reproducible  information  brochure  on 

managed  care.  The  brochure  is  written  for  patients  and  suggests  questions  to  ask  about 

a plan  before  making  a decision  to  enroll. 

To  produce  brochures  for  your  patients: 

1 . Separate  the  master  copy  from  this  letter  at  the  perforation. 

2.  Take  the  master  to  a local  print  shop  (or  use  your  copier  if  necessary). 

3.  Have  the  brochures  printed  doubled  sided  and  a good  heavy  stock  (80  lb.  matte). 
Consider  reproducing  on  a white  stock  paper  and  choose  a colored  ink  rather  than 
black.  Green  PMS  3435  is  a nice  choice  and  is  what  TMA  uses  as  an  official  color. 

4.  Tri-fold  and  set  out  in  your  office  or  even  consider  mailing  them  to  your  current 
patients. 


Make  this  information  available  to  your  patients.  Our  marketplace  is  changing  and 
patients  now  are  wondering  exactly  who  they  can  trust  and  talk  to  about  their  health 
care.  Be  there  for  them  and  have  the  answers. 


Sincerely, 


2301  21st  Avenue  South 
P.O.  Box  120909 
Nashville,  TN  37212-0909 
Phone  (615)385-2100 
Fax  (615)383-5918 


Richard  M.  Pearson,  MD 
TMA  President 
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